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Appendix  I 

Derivation  of  Cost  of  Production  of  RVS  Units 

■  by  the  KPMCP  in  1970  ^  ■. 

A  cost  accountant  for  the  Health  Plan  provided 

outpatient  cost  figures  (Table  1)  for  1970,  a  year  chosen 
because  it  was  in  the  middle  of  the  1966-1973  study  period. 

These  cost  data  covered  outpatient  services  to  members  and  to 

nonmembers.   All  costs  were  included;   labor,  supplies, 

interest,  depreciation,  maintenance,  plant  operations, 

communications,  medical  records,  administration,  and  business 

office. 

Total  RVS  units  produced  by  the  Health  Plan  in  1970  were 
estimated,  as  shown  in  Table  2. 

For  laboratory  and  radiology,  estimation  of  dollar  cost 
per  RVS  unit  was  straightforward,  since  outpatient  costs  were 
all  that  was  included  in  the  cost  data  for  these  departments. 
For  laboratory  procedures,  division  of  the  $1,016,559  costs  by 
the  343,880  RVS  units  yielded  a  1970  cost  per  RVS  unit  of 
$2.96,  rounded  to  $3.   For  radiology  procedures,  division  of 
the  $753,030  costs  by  the  246,100  RVS  units  yielded  a  1970 
cost  per  RVS  unit  of  $3.06,  rounded  to  $3.  •   .    "^ 

Assignment  of  a  dollar  cost  per  medical  RVS  unit  was 
more  complex.  '' 

The  first  issue  was,  how  much  of  the  emergency  room  and 
evening  walk -in  clinic  costs  should  be  assigned  to  inpatient 
costs,  and  how  much  to  outpatient  costs.  Accounting  office 
data  for  1979  showed  that,  for  9.8  percent  of  the  patients. 


hospital  admission  occurred  within  24  hours  of  the  emergency 
room  contact.   Setting  inpatient  emergency  room  costs  by  the 
proportion  of  emergency  room  patients  who  are  admitted  to  the 
hospital  caused  the  $37  5,949  emergency  room  cost  to  be 
allocated  to  $339,106  in  outpatient  care  costs  and  $36,843 
inpatient  costs.   Alternatively,  all  emergency  room  costs 
could  be  counted  as  outpatient  care.   Thus,  depending  on  the 
assumptions  chosen,  outpatient  emergency  room  costs  could 
range  from  $339,106  to  $375,949.    Use  of  these  estimates  was 
based  upon  the  assumption  that  patient  and  disease  mix,  and 
emergency  room  hospital  admission  policies,  were  stable  from 
1970  to  1979. 

The  second  issue  in  calculation  of  the  cost  of  a  medical 
RVS  unit  was  how  much  of  the  total  physician  cost  should  be 
allocated  to  inpatient,  and  how  much  to  outpatient  care. 
Several  different  approaches  were  used. 

1)  A  1979  survey  of  Health  Plan  physicians  showed 
that  29.7  percent  of  the  average  physician  workweek  was  with 
inpatients.   This  divided  the  $3,699,001  physician  costs  into 
an  outpatient  share  of  $2,600,398  and  an  inpatient  share  of 
$1,098,603.  ~ 

2)  Table  26,  page  144  of  the  1975  American  Medical 
Association  physician  survey,  showed  that  in  221  medical 
practices  of  26  persons  or  more,  hospital  rounds  and 


operating  room  time  occupied  28.8  percent  of  the  average 
physician  workweek.!   This  divided  total  Health  Plan 
physician  salary  costs  into  $2,633,689  outpatient  and 
$1,065,312  inpatient. 

3)   A  methodology  was  devised  to  examine  how  the 
specialty  distribution  of  Health  Plan  physicians  would  affect 
allocation  of  time  between  inpatient  and  outpatient  care. 
Table  3  describes  the  methods  and  sources  used: 

This  process  involved  adjusting  the  1970  full-time 
equivalent  physicians  for  each  specialty  by  the  appropriate 
share  of  the  workweek  spent  on  inpatient  care,  and  then 
summing  the  results.   This  table  indicates  that  26.0  percent 
of  KPMCP  physician  time  was  spent  in  inpatient  care.   As  a 
result,  the  physician  salary  costs  were  allocated  between 
$2,737,261  outpatient  costs,  and  $961,740  inpatient  costs. 

If  emergency  care  physicians  were  assumed  to  spend  9.8 
percent  of  their  time  treating  patients  destined  for  hospital 
admission  (as  suggested  by  the  1979  accounting  office  alloca- 
tion of  9.8  percent  of  emergency  room  costs  to  inpatient 
care),  then  the  inpatient  share  of  overall  physician  costs  was 
23.5  percent.   Designation  of  all  emergency  care  physician 
costs  as  outpatient  meant  that  the  inpatient  share  of 
physician  costs  was  21.9  percent,  and  outpatient  costs  were 
$2,888,920.  ;  ^ 


^Figures  from  Table  26,  p.  144  of  the  1975  American  Medical 
Association  physician  survey. 


Thus,  depending  on  the  assumptions  chosen,  outpatient 
physician  costs  for  1970  ranged  from  $2,600,398  to  $2,888,920. 
Therefore,  total  outpatient  costs  for  producing  adult  medical, 
pediatric,  and  surgical  CRVS  units  were: 

Physical  Therapy  $    75,798 

Optometrists  188,365 

Mental  Health  168,554 

Nursing  •      2,108,900 

Home  Health  Care  '   229,615 

Emergency  Room  339,106  -  $   375,949 

Physicians  2,600,398  -   2,888.920 

Total  $5,710,736  -  $6,036,101 

Dividing  the  high  estimate  and  the  low  estimate  by  the 
estimated  1,199,346  medical  RVS  units  produced  by  the  Health 
Plan  in  1970  yielded  a  range  of  $4.76  -  $5.03  per  medical  RVS 
unit.   A  rounded  estimate,  $5  per  medical  RVS  unit,  was 
accepted  as  the  dollar  conversion  factor  for  the  episode 
report. 

It  is  important  to  note  that  the  estimate  of  $3  1970  cost 
per  laboratory  and  radiology  RVS  unit,  and  $5  cost  per  medical 
RVS  unit,  is  based  on  KPMCP  costs  of  outpatient  operation. 
This  dollar  valuation  of  RVS  units  is  different  from  the  more 
common  practice  of  basing  RVS  unit  dollar  values  on  market- 
based  fees  for  service.  '   .       ■  ;  "  ' 


"  "   •         Table  1       '   •;■."'.■■"..■'  ■  •  *  ■•; 
1970  COST  DATA  FOR  THE  HEALTH  PLAN,  PORTLAND,  OREGON 


Outpatient  radiology         ■  .    , 

'  Outpatient  laboratory 

Outpatient  physical  therapy 

Optometrist  salaries 

Emergency  room  and  evening  clinic 
total  costs 

Mental  health 

Outpatient  nursing 

Physician  salaries  -  include  all, 
.Inpatient  or  outpatient 

Home  health  services 


./ 


$  -753,030 

.1,016,559 

'•    75,798 

'  188,365 

■"  .  375,949 
V  168, 554 
■  2,108,900 

3,699,001 

•   229,615 
$8,615,771 


"  -'^  ■'■  •-  —    i  .. 


?^''  ':ZX:M. 


■  ;■■       Table  2  /;  7  .  .  "■'""::. 

RVS  UNIT  PRODUCTION  BY  THE  HEALTH  PLAN  IN  1970 


Laboratory 

Radiology 

Medical  (Adult 
medical  + 
surgical  + 
pediatric) 


Total  RVS 

Production, 

All  of  5% 

Random  Sample 

17,194.0 

12,305.0 


59,967.3 


Adjustment, 
5%  to  100% 
Sample 

X  20  = 

X  20  = 


Estimated  Total 

RVS  unit 

Production, 

Entire  Outpatient 

Health  Plan 

343,880 

246,100 


X  20  = 


1,199,346 


INPATIENT  SHARE 


Specialty 

Internists 

Pediatricians 

Allergists 

Otolaryngologists 

Ophthalmologists 

Obstetrics/ 

Gynecology 
Dermatology 
Surgery 
Radiology 
Psychiatry 
Anesthesiology 
Emergency  Care 
Other  Physicians 
ALL  FTEs 


-Table  3  •;  •  .'  .     -■■■-■ 

OF  WORKWEEK  FOR  HEALTH  PLAN  PHYSICIANS  IN  1970 


Percent  of 

Workweek 
Inpatient 
Care 


23 

.1*+ 

14, 

.1* 

5 

.3* 

27. 

.3* 

12 

.3* 

32. 

.7* 

3. 

9* 

43. 

.9t 

6. 

7t 

14. 

It 

86. 

ot 

23. 

1** 

23. 

1** 

Health  Plan 

Inpatient 

Physician 

Health  Plan 

Full-Time*** 

Full-Time 

Equivalents, 

Equivalents, 

1970 

1970 

29.2 

,  6.74 

15.9 

2.24 

1.0 

0.05 

..   3.3 

0.90 

2.8 

0.34 

10.0 

3.27  ' 

1.4 

0.05 

12.2 

5.35 

3.9 

0.25 

1.0 

0.14 

4.0 

3.44 

20.4 

4.71 

7.7 

1  1  o  r> 

1.78 

29.26 


29.26/112.8  =  26.0%,  inpatient  share  of  Health  Plan  physician  time 

*   ^f^f  ^''°"'  Robert  C.  Mendenhall,  Practice  Study  Reports  for 
physicians  of  various  specialties,  at  the  University  of  Southern 
California  School  of  Medicine  in  Los  Angeles;  sponsored  by  the  Bureau 
Of  Health  Manpower,  Hyattsville,  MD.   Data  based  on  survey  of 
physicians  m  each  specialty  in  group  practice,  who  log  activities  for 
l^^'^^l^'^^f^^^''^^^^  .^or^^^y^  -      This  was  the  preferred  data  source,  due 
to  large  sample  size  and  valid  information  gathering. 

**  For  these  categories,  it  was  assumed  that  the  proportion  of 
i{;r^^^^^  ^r^  ^^  equivalent  to  that  for  internists.   As  explained  in 
the  text,  changing  this  assumption  raised  the  share  of  time  that 
Health  Plan  physicians  are  assumed  to  spend  in  outpatient  care. 

***Based  on  HSRC  calculations  from  1970  payroll  data.  " 

I   v.?^^?/''°'"  American  Medical  Association  Physician  Survey,  1975 
Table  25,  page  143.   Data  based  on  survey  of  physicians  by  specialty- 
proportions  were  self-reported  estimates  of  the  share  of  total  work- 
week spent  in  the  operating  or  delivery  room,  or  on  hospital  rounds. 

+  The  inpatient  share  of  internist  time  was  confirmed  by  a  survey  of 
primary  care  Health  Plan  internists,  who  indicated  that  23.3%  of  their 
workweek  was  hospital  rounds  and  hospital  calls.   Source:   Table  3d 

-n??-,^"^''"^^^^^';^^^"^^^  °^  Physician  Assistants  in  a  Maximum-   . 
Substitution  hodel.  Phase  Two,  by  Jane  CasRf^lc;  a^nr.^^  ^     ^f  ^] 


APPENDIX  II 


EPISODE  DEFINITIONS  IN  DATA  SYSTEMS 

AND 
EPISODE  ANALYSIS  METHODOLOGY  MEMORANDA 


EPISODE 

."f  ■ 

• '' 

•.■■:-r:'- 

%^ 

V    <s 

V. 


_AcuTg   '' .  .::.••  ;'  :  ■'  -J^  •;; 

.   Acute  begins  at  the  time  of  the  contact  (direct  or  indirect) 
where  specific  morbidity  diagnosis  is  made  or  updated  by 
,  ,  subsequent  infonnation.   Acute  conditions  are  usually 
considered  a  new  episode  when  recurrence  of  condition 
occurs  after  90  days  from  first  service  and  there  is  no 
indication  or  connotation  of  continuity.  Upper  Respiratory* 
Infections  are  considered  new  episodes  if  clearly  recurring 
after  30  days.   ,         *     ■ 

Acute  conditions  are  considered  recurrent  and  recorded 
as  initial  episodes  related  by  service  morbidity  number 
when  characterized  by  physician  or  patient  in  terms  of 
continuity  (eg.  recurrent,  persistent)  or  if  clearly  related 
to  a  previous  visit  for  a  condition.        .  • 
Acute  conditions  are  considered  new  episodes  when  there  is 
no  indication  or  mention  of  continuity  and  given  the 
clinical  nature  of  the  disease,  sufficient  time  has  elapsed 
since  the  last  contact.  The  timing  of  the  clinical  course 
of  .the  disease  requires  medical  evaluation  and  should  be 
verified  by  the  medical  staff. 

•  ■.-'■*. 

•  *  -  , '  -r  .   .       .'.-'-. 

CHRONIC  •       -  •   - 

y.    Once  experienca^v  all  subsequent  contacts  for  the  specific 
condition  or  complications  arising  from  the  condition  are 
related  by  service  morbidity  number.  If  completely 
corrected  by  surgery  and  subsequently  recurs,  a 
chronic  condition   is  treated  as  an  initial  contact 
and  related  by  service  morbidity  number  to  the  original 
episode  number. 

New  members  enrolled  in  the  study  with  previously  established 


chronic  conditions  diagnosed  outside  Kaiser  are  recorded 
r  initial  episode  for  first  contact  to  Kaiser.  New  members 

ij|P     enrolled  in  the  study  v/ith  conditions  documented  in  the  Kaiser 
medical  record  before  the  patient  v/as  included  on  the  study 
will  have  a  continuing  episode  niamber  to  the  day  before  the 
start  of  their  inclusion  on  the  study.  V7ith  the  terminal 
digits  01  for  the  first  such  disease,  02  for  the  second 
such,  etc.   Thus,  for  a  patient  added  to  the  study  on 
•      2-1-68  and  having  a  continuing  morbidity  (froui  data  documented 
in  the  Kaiser  me^dical  record)  would  be  recorded  under  episode  as 
•   1-30-68  01,  or  1-30-68  02.  etc.  .*     ..     '  / 


^  I 


«r— y' 


« 


Episode   (col.  46)  '    .  .;  ". 

Episode  pertains  to  initial  visit  or  continuing  visit  for  a 
morbidity  or  condition.   Initial  visit  may  be  related  to  a 
service  morbidity  number  which  is  defined: 

The  episode  service  morbidity  number  is  the  date  for 
the  first  time  a  morbidity  or  condition  is  diagnosed. 
■  V  Several  morbidities,  conditions,  and  complications  from 
.'-.*:;•  a  previous  coded  morbidity  are  related  by  the  Episode 
:;  -     Service  Morbidity  number  being  the  same. 

.  .■  .  .    A  continuing  Episode  will  always  have  a  service  morbidity 
'  number  recorded.      "  .  •  • 

Not  all  diseases  and  conditions  are  considered  Episodic  in  this 
study,  .         .,.'  ..•        r  '-■■■:  :■  ■.-.','.' 

Episode  -  Predating  •"     •■-"  •  .  .  ■  "   '  •  '    '-  '^■• 

All  conditions  diagnosed  in  the  medical  record  before  the 
patient  became  effective  on  the  study  will  be  pre-dated  to 
the  day  before  the  service  effective  date. 

A  patient  became  effective  02-68  and  has  two  continuing 

morbidities.  •         ^   '        '   '  .   •  • 

Predate   DSN  MN 
First  Predated  Morbidity       01-31-63   0-1 

Second  Predated  Morbidity      01-31-68   0-2 

Third  Predated  Morbidity       01-31-68  0-3 


■;  V 


.   I  : 


''  • .  ■■■•••  -•  •  -m^h 


page,  35 


If  the  Service  is  related  to  a  morbidity  that  originated  in 
the  hospital,  the  Episode  service  morbidity  number  refers  to 
the  hospital  admission  date  (DSN  will  always  be  0) . 


Code  Number  Eoisode 


Definition 


7 


/ 


f^-£X'-r^--c-'S:^    <.^-<j- 


P 


Initial  Visit  Code  Initial  visit  for  the  first 
•  .:        .-•  occurrence  of  a  new  condition  or  the 
.':.",.■■:    ;■  ^i^st  appearance  of  a  complication. 

■  .  '.   •  ■  -■  Recurrence  of  an  acute  condition 

.  ;  : .  after  3  months  will  be  considered  a 
New  Episode  (initial  visit). 

•  Upper  Respiratory  Infections  (URI) . 
...  will  be  considered  a  new  episode 

(initial  visit) -  if  clearly  recurring 
after  one  month. 

Acchronic  Disease  corrected  by 

Surgery  and  repccurs  after  patient  ^ 

was  observed  for  this  condition  becomes 

a  new  initial  episode,  ,^/,-a- ,//;*.,  5ej^L  V>^r^ /^. 

Obesity  and  Pregnancy  will  not  be 
considered  as  having  the  same  episode 
morbidity  number,  but  as  having  two 
distinct  medical  conditions,  unless 
it  is  clearly  obesity  of  Pregnancy 
which  will  be  related  by  the  same 
episode  no. 

Do  not  relate  Eye  Diseases  (381-389) 
.  to  Refract ive, Err or  (380). 

Code  for  a  new  occurrence  of  a  previous 
coded  morbidity  and  record  the  date, 
DSN (Day  Service  No.),  and  MN  (Morbidity 
Number)  for  that  previous  coded 
morbidity, 

•  •  -   « .  ■ 

The  episode  number  for  complications 
of  a  previous  coded  morbidity  will 
be  coded  the.  same  for.  .all  subsequent 
services  for  this  complications. 


Initial  Visit 
and  related  to 
a  previous 
episode 


.  •«■ 


,« 


c 


\\ 


{ ^L            Initial  Visit  and  Related  to  a  previous  Episode 

Relate  the  following  conditions  when  they  occur  together x. 
;. .      J  Coryza         •  .  • 

Rhinitis  '  '••         .  '' 

Sinusites        "   .*,  ■  '"_  *>.";, 

'  "'■   \  '      I   .,   Otitis  Media  *'^        V^'  :  '   ""■■■^'^. 

i      Pneumonia  ■''-'"•! 


Adverse  Effect  of  a  drug  is  related  to  the  morbidity  for  which 
the  medication  was  originally  Rx.  i.  r  .  .     '  • 

A  distinct  disease  such  as  gout  may  be  produced  as  an  adverse 
effect  of  a  drug.  ':■■•■..•        '/  '   ■  r" 

Presenting  Morbidity      Associated  Morbidity         ■ '  ".■ 
Adverse  effect  of  Drug  Gout 

The  presence  of  the  same  episode  number  will  show  the  connection 
between  the  two  morbidities.  ••  .;. 

All  Services  ordered  from  a  previous  visit  will  be  related 

in  episode.  •'.;'■  ■     ■•  .' .  '  ■''-  TiU>     *'' 

Immunizations  ordered  at  the  time  of  a  Physical  Examination 
will  be  coded  initial  visit  and  related  to  the  episode  number 
of  the  P.E.  ...    ■         '• 


When  an  immunization  is  given  yearly  after  the  initial  series 
code  intial  visit  and  relate  to  the  previous  morbidity  number 
for  the  immunization.  - 

If  the  lODA  code  changes  from  an  initial  or  continuing  episode 
for  a  Eye  Refraction  then  code  initial  visit  and  relate  to  the 
previous  refractive  episode  (prior  to  10-09-58  eye  refractions 
were  coded  continuing  from  the  initial  episode). 

Pregnancy  at  Term  should  be  coded  initial  visit  and  related 
to  Prenatal  Care  Episode  Number. 


Infected  Skin  Lesions  are  coded  by  listing  the  primary  Skin 
disease  as  one  morbidity  and  pyoderma  as  a  second  morbidity. 
..  These  two  conditions  are  related  by  having  the  same  episode 
service  morbidity  number.  ■....-■.■..■.- 

px  Infected  Sebaceous  Cyst  .'  •  ■  *  ."'  " 

Presenting  Morbidity : 


Morbidity  Ncime 
ICDA  No. 
Episode 


;S^ebaceous  Cyst 
Initial  Visit 

l-.r"  ;V;..;  ;;:o.  <;;::;  :;v: 


Associated  Morbidity; 

Pyoderma 


Morbidity  Name 
ICDA  N. 
Episode  '  / 


Continuing  Episode 

If  patient  is  returning  for  Secondary  Infection  (Pyoderma) 

then  code  x    '  -  . 


69S.O 

Initial  V; 
&  related 
Sebaceous 
Cyst 


Presenting  Morbidity 

Pyoderma 

698.0     ...■....,'> 

Cont.  Episode    same 


Associated  Morbidity 

Skin  Disease 

714.2 

Cont.  Episode 


>'l  I  '  .  } 

I"  -  *   •> 


Code 

Number 

Episode 

2  ■..  •  ' 

I'  »;      '  ;'           :     ;•• 

••Continuing 

'.« 

i'i-    I.-:.!'   r  . 

■  ■  » :.         :.  ^          •  •<■;  . 

■■  i 

-  »>;       '.i'-\)- 

■  :!i  :  'f.i-  .•:  ,  :i  ,, 

"..■  _  - 

t       .;lt           '!'\^ 

...''. .  '>.   :,.f!.i  .  i 

•    ;      i\   r  '  l.i  . 

I .  i..'  ■  J  ■  ;;    it,;'.  1 

■  i. 

:■'.     ;  s    I .     \y 

!i(   .» i^-!! v  ;/' 

. ;'. 


»»  «• 


"i.  I  )f;i!  Ill,  ^X'J" 


.1' 


l-r   .r  .  I  ,  (» 


Definition 


.)  )  J . 


Once  the  patient  has  experienced 
^  disease  then  all  subsequent 
services  for  that  illness  or 
.condition  and  all  complications 
arising  out  of  that  illness  or 
condition  (after  the  initial  visit) 
are  to  be  recorded  as  continuing 
.episode.     .:^  .  .   .  .:  n  •• 

Code  continuing  episode  when  the 
condition  has  been  diagnosed  from 
a  previous  service  recorded  in  the 
medical  record. 

Code  continuing  if  the  condition 
is  updated  from  a  previous  service. 

Code  continuing  if  the  Physic ieui 
characterizes  the  condition  in 
terms  connoting  continuity  such 
as  "recurrent"  or  "persistent". 


Coninuing  Episode 

If  the  first  service  for  a  morbidity  is  by  phone,  then  the 
first  physician  visit  is  to  be  recorded  as  continuing  with  the 
same  service  morbidity  number  as  for  the  initial  phone  call 
(Item  F  -  code  #9001  primary  procedure  number  for  the  initial 

office  visit). 

.   -      -    .-       «. 

.  •     .  "       ■••■.«.•. 

*'  '•  .  •         "      •'•  ■  „ 

.Some  I. CD  .A.  Diagnosis  will  change  because  of  a  change  in  the 


clinical  status  of  the  patient  rather  than  in  a  basic  change 
in  the  Physician's  perception  of  the  illness. 
.  Example: 

.  Congestive  Heart  Failure  is  a  state  of  ^ctual  congestive 

.  failure  at  the  time  the  patient  was  seen.  On  subsequent 

.  .).  visits  it  may  be  that  the  C.H.F.  is  no  longer  present 

,^-  although  the  patient  requires  continuation  of  the  medication 

■  previously  Rx.   The  I-C.D.A.  will  change  from  434.1 

.  (CHF)  to  434.8  (Compensated  CHF)  .  -•. 

The  episode  will  be  continuing  from  the  same  service  morbidity 
•  number  as  coded  for  C.H.F. .  .^  ..         •  '. 

''■'■''  ■■'.'.'.:     '     '     '■'  '   ■'   '■  '  ".  ■'  "•■'■■■■   '  ^  ^' .■.'•■".':.  •••'  V-'/-4v'.     ■  . 

.Myocardial  Infarction  is  ICDA  coded  420.1.  At  some  point  after 
convalescence  the  ICDA  code  changes  to  420.2  (healed  Myocardial 
Infarction).   This  will  occur  v/hen  the  physician  instructs  the 
patient  to  return  for  his  next  visit  in  more  than  a  one  month 
period.  .  ...;  ; 

A  series  of  immunizations  stemming  from  a  single  visit  will 
■.  have  a  continuing  episode  with  the  same  service  morbidity 
number.  ,-  .  .        '  \     -  " 

Code  Number     Episode       Definition 

9         Inapplicable  •  '  ..'.■••. 


MORBIDITY  AriD  ICDA  CODB 


A  Morbidity  of  Pelvic  In£lairjnatorv  Disj^.^g  (P.I.D.)  treated  with 
4.8  million  units  of~a  psnicTllin  and  also  a  Rx  of  Benemid  should  be 
coded . GgnocQcca l^^^^Ql^C tl9rL-0XQ.^.na.V.l.th ..^.JI.Z:^j:^3:j:inLJi-t^tu3   of  Diagnosis, 
Update  morbidity  on  basis  of  lab  report.  /12-18-74 


Ocular  Hypertengjon  337.4  ;    •  * 

Ocular  Hypertension  should  be  coded  Glaucoma  if  treated. 

A  morbidity  of  Susoect  Glaucoma  should  be  coded  Ocular  Hv-nertension 
NOT  GIAUCOiMA..   12-18-74  •  ""' '^~~ 


a 


.  .      INTER-OFFICE      MEMORANDUM  '   •  ^^ .  V       '. 

•  To     Dr.   Hurtado  MD  ;  '      .     .  ;  ^^^^      12-14-76 

^^     Sunnyside  Medical  Center  '     .       .  .    .-     .    .     ' 


COI>IES  TO  '■•.■.■■ 

File  ,         ■■         '■    .  ^ 


'■'**'*     Mary  Ellen 


Regional  Pacil 


€ 


DOCUMENTATION  -  OUTPATIENT  STUDY     .'  .••••    -:•:;•  /■'■■■■•:■'■.•■--'•;■■•■  -   -  •■'■^'■:- 

Patient  is  on  diuretic  for  Hypertension.   Hypokalemia  shows  up  on 
lab  report.   Physician  calls  patient  as  a  result  of  lab  result  and 
gives  Rx.*  ..'.:.   •.  "■ ,  ':'■    ^.;  '  .;--r  .'■.-'.■:.  ,^:v"    ;'.\    ■  ■.''.. 

Code  Associated  Morbidity Hypokalemia  (Tentative) 

Procedure 1111  (Dx.  made  from  lab  result) 

,   Symptoms ......'.'.  ...A950  (Non-Allergic  Adverse  Effec 

A950  Service  Effective  01-74 

NOTE:  ■'/.-'■■     ".-t-".. 

Prior  to  01-74  we  coded  E904  for  Non-allergic  A.E.  of  drug 
for  Hypokalemia.  ,.  .  ..-:  ..- 


A  patient  is  seen  for  a  cut  wrist  as  a  result  of  Suicide  Attempt. 

•  ■   ■  Presenting  Morbidity Cut  Wrist 

.  Associated  Morbidity Suicide  Attempt  (324.9) 


-O 
J^ 


*    »-7e 


INTER-OFFICE      MEMORANDUM 


.■*■**  Research  Employees 
r'"\    AT  Regional  Facility 


TOPICS  TO 


Effective  May   4,    1978 


Subject 


•«» 


Date 


From 


5/8/78 


DJLanne 


At 


n' 


•Process  of  OM  -  If  you  have  a  Dx  of  Om  (  391.9  or  391.3  )  and  it 

becomes  a  Serous  then  continue  391.9  or  391.3. 
■:  Do  not  code  Serous  (  391.0  X  initial  relate. 


:^ 


Recurrent  -t* 


\>c'r.vA^ 


ii^ 


t-i 


o 

It-' 


x:hr.  OM  - 


EXAMPLE: 


within  2  year  period  -  relate  back  to  the  date  the 
Dx.  v;as  first  acute.   All  of  those  inbetvreen  v/ill  be 
initial  related.   If  recurrent  and  you  have  an  acute 
initial  relate  to  the  recurrent  forever  unless  there 
isn't  one  for  2  years. 


^  If  a  patier±  is  being  carried  for  Chr.  OM  and  the  chroni 
clears  no  longer  carry  Chr.   If  the 

and  no  clearing  inbetv/een  continue  the  chronic,  (f 60^1^1!^^ 
L  Chronic  is  being  carried 
initial  relate  to  the  chr 


clears  no  longer  carry  Chr.   If  the  Chronic  is  carried 

.  If  a  Chronic  is  being  carried  and  there  is  an  acute   o 
OM 

If  a  patient  comes  in  with  LOM  and  is  told  to  return 
for  a  followup  and  upon  the  follo^NTup  the  patient  nov/ 
has  ROM,  drop  the  LOm  and  carry  the  ROM  initial. 

■Relate  colds  to  the  Chronic  and  Acute  OM's, 

If  Som  become  Purulent  the^ initial  relate.        .  " 


0^      (^ 


f 


^ 


«  »-70 


INTER-OFFICE      MEMORANDUM 


Senior  investigators,  research  assistai^, 
data  processing,  etc. 


9         Research  Center 

Comes  to 


Date  -  30  July  1974 
»'*'°'^   Dobbie 


At 


Subject 


Study  1:  Enisodes  and  Hew  to  Deal  v/ith  Them— A  Guide  to  the  Pernlexcd 


Don  has  asked  me  to  send  this  around  to  all  of  you  v/ho  v/ill  be  includinq 
enisodicconsiderations  in  present  and  future  studies.  It  isj.a  basic 
explanation  of  hcv;  and  why  eoisodes  are  coded,  and  huv/  to  internret  them, 
written  by  Mitch  and  .lay  Glasser.    There  will  bo  a  nrize  for  the  first 
.person  who  can  follcv/  Example  3  through  to  the  bitter  end 


1^ 


•i^s 


<7' 


tJju^ 


'J 


^JU  C'~^<i-^^   .  >i^  c^^^i     ^ 


f- 


// 


n-'- 


-^ 


"1 


0 


.t  I 


r:^a> 


w 


-7- 


Chcck  Procedures  Related  to  SDecific  Users 


.  ■     One  general  problem  alluded  to  earlier  concerns 
data  recorded  on  the  master  tapes  at  Portland  and  the  vari 
abstracted  from  them  for  specific  rvjscarch  purposes.   For 
stance,  a  situation  arose  on  one  tape  request  when  the  res 
tion  of  a  full  year's  membership  in  the  Plan  was  applied. 
file  that  was  provided  excluded",  by  definition,  all  Plan  m 
newborns  for  that  period.   Such  an  occurrance  well  illustr 
both  the  need  for  checking  procedures,  and  the  importance 
data  request  procedure.   Errors  are  inevitable,  but  rather 
embarrassing;  ^n  efficient  data  request  procedure  should 
minimize"  them."   rt~is  in  this  sense  that  "reliability"  was 
expanded  to  consider  the  entire  data  system  process. 


.-•-^ 


quality  in 
usual  probl 
encountered 
evaluated  w 
It  is  extre 
examples  of 
nature  of  e 
documentati 
an  overall 
the  entire 


n  summary,  we  h 
terms  of  the  fi 
ems  with  large 
The  system, 
ithout  keeping 
nely  important 

the  use  of  the 
ach  individual' 
on  of  specific 
improvement  in 
system. 


ave  found 
nal  data  s 
data  files 
therefore, 
both  of  th 
to  produce 
system  be 
s  memory, 
aspects  of 
the  genera 


the  data  to  be  of  good 

et  received.   However,  tl\e 
and  a  complex  system  are 
cannot  be  appropriately 

ese  dimensions  in  mind, 
written  documents  and 

cause,  of  the  perishable 
A  cum.ulative  record  and 
the  system  v/ill  result  :.n 

1  retrieval  qualities  of 


the 

ab.'i.es 

m- 

tric- 

The 

ember 

ates 

of  'a 

•J 

*    * 

-   -  ■  v» 

■  "An_ Introductory  Guide  to  Understanding  the  Way  an<?  Individus'  's 

Utilization  Pattern  is  Linked  Across  ''"     ' 

Data  Files 


-^ 


-Q 


'T 


£i 
by. 
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A  method  of  such   linkage   is   provided  for   in   the  Kaiser 

les,    but   the_jibility   t  o_txi!Jie_ji__piL£.i.enjt: '  s    records,    disease 
dj^sease    over    t inie»_ j^_cru ci allx_dep^nd en t_o.n_a_tho rough 


mding   o£~these    elements    of    coded  "data: 


1)   Date   of  Service    (D.S.  *    "         .  ;  '_ .    .. 

^Tj]3X^3—5oiXJS^  Number    (D.S.S")  '  '    ■''  v'  '  :.' '  •.■""■■ 

ST^TloTbidity   Kurriber'~\JT7T)  .  •  ...'/. 

4")    Presenting_oi^Associated_Morbidity    TP .    or  A. M . )  ■  '     '' 

^)  _U£diteTTxes^n_ting    or   Associated   Morbidity    f- U.P.orA  m''] 
6XIBb^-Sj^m1£_(£.  )  :  ~  ~- — — ^  ^,,^ 

TjiService  Morbidity  Number    (S.M.J?)  •  •  .    v  .  V -v       '      • 

,,        ,    ^        P®    mte__of_Service__is    in  YYMMDD   format,    and   specifies 
■  lh^^$^lejth^^QTV2^ces^^oted_on   a  particular   record  v/ere"T57i^7r7ed 

In   this    conteYt5^^ervicT^^~Ebuld   be    aii^thing   from   a   letter 

phone   call,    a   change   in  medication,    to   an   actual   surgical  proce- 

.^,     ,,         X^ie_.Da};ls_ServicG_iiimbja2^  • 

v;itn   these   meanings:  .  ■ 


1-S 

J  6 

-  7 

8 

-   0 


identifies  the  ordinal^  number  of  the  service  rendered *i-o  ' 
^e  patienr""oTrT]TatdayT   "  : — : — ~ r— 

j>hysician  has  cancelled  appointment.       "  '   •";•:''  "'  •'  •■ 

^patient_failed  to  keep  scheduled  appointment.      ■  . 

patient  has  cancelled  appointment.  .*.'■.•-.: 

Jjjie^n  Form  A    (primary   outpatient   souj;ce   document)    is   u^---d 
for   3.npatTe^t~~aaTnts-sTon   to   Bess    KalseFlrospital    or_E^C\F". 

•      •    .  *         v^  Pres,&iiling  Morbidity    i<;    tTi^i-^_vhich  brought    the 
j^gl;L£IlLJJlig__^he_^ontact_w^^  sys  t"^]ir7~^T^riTT^^tl7il7""d^r  e  n  - 

dent   oji_the   patient's    nercepjcion   oriTii~^^7H"'health    status     ■  ^I  t 

4|no_t_conne_c^ted,    then,    toany   ofdcFiRe    oTT^'sTR'ouTHnTg^"  ■->  ^ 
i3Jjie|^.,_and_jji_j:etro5pect    can_be_quite    trivi_a_I.      An~ Aii^^Tated 
^iorbldlt)r_J^^_^.y^^tner_  cor/ditiontreated   durino'  tH"^    sam"   vrs^~t~ 
The   reco^^nrln,on_ana   qrdeT^^oT^JrpruneJ^^-oT-Xrs'^cT^^ 

IS    tMx^Xax^_,d^^iidenXlQi^JiKFTi^Isrcr^ '  s   percepTion~oF~iHdr ' 

regard  for  such   conditions.         " — ' ~. — 

.     The  Morbidity  Number  reco'ids   those   data   and   the   coies' 
are: 

1  Presenting  morbidity  '    ;  "■  .  *•    :'.'•■ 

•        •  •■.'■,• 

2  First  associated  morbidity     .  •  [  - 


•:.=i 


.*.. 

-«•• 


.  ^ 


-9- 


'f, 


Second  associated  morbidity 


9,-     Eighth  associated  morbidity     •    .  .  • 

6     Kd  not  keep  appointm^ent         '.    ...  .  .•   .*   ..  • 

Internat.-nll'?  pT"^'^^^'''^  °''  Associated  Morbidity  names  via  the 
P?oiecf  Sv^-^^n^  r^^'^''';j'°^  °^  Diseases,  Adapted  or  the  Xaii:er 
Project  Sym.Dtom  Codes,  the  specific  morbidity  being  itemized  in 


a  particular  record.   If  the" Morbidity  Number  is 
clity  Number  -~  "'■"  ^     ^ =^^ ^ —  —  ' 


_theD_the 


is 


'2" 


)  e  mgdocume  n  t  e'cTT'^nd 


then 


First  Associated  Morbidity 


if    the  Morbi' 


%- 


_Low 
hutx.ejiojr.ds 


JJlg_Updated_Jxe^^jitina;^'  Associated  Morbidity  fol-    ' 
s^;va-SA:ii£u:i£_a^_the_Pre5enting    or   Associat^'xi^fbTd i t y 
a   chan.qe    m   the   orip^inn"    HTnan^c^;         It    represeiPs  * 


•an  upd  i^.^hri^^ 

fnr?hPv^         •°^?'"^''^^^   Statement   of   the   problem  based  on   tests 
^^ll^l      examination,    or   subsequent  nedical-  evaluation.      It    is      ' 
i§£S^HBt^£o_n^te^^  hov;  many__U£dates    oi^ITF^ 

01  reevaluaticn     is  ever         lost    f^^^Ta  ' ^nain 


record..? 


•     The  Episode    code    is 
possibilities :" ^ 


a  sin^jle -digit  number  with  ther.e 


jnitial   visit 

Opntinuing 

Inapplicable 

record^^^^  "^^^  ^°   ^^^  morbidity  being  documented   in   that 


•      .  Arecurranc^  of  an   acute   condition  will   be    coded   "l"    if 


1^ 


mti cedent  and~prcsent  viTTF 


^£Sg^--g-^--aiL-^cu_texi^r]i -inn  .aJLliLii_5m(_ 
_a_new_^pisoieT_pRI'sX  however ,^7iir"b¥~eonsidered  a 


Ij^  general,'  recur  - 
ntTi s  'ly'lll  be  considorTTi 


clearly  recurring  after  1  month, 


new   epi.sode 


fPr^^-n^T^^^^^-^^^^^P^-^^^^^^^^    ^ef-iied_as_chronic,by    the    Kai,-er 
those   diseases    alj^_subs.siti       '       '     " 


iucoraea_a^__2_.      .If__a    chroni^  diseased 

Jjy^STTrgery    and    recitri: 


:hat 


_comDlctelv_cnrvp'rrr.<^ 


episoao  r;_i_-)_,  but__the  SeTvice  ^!oli^Td2T7T^LP:bl^r■  o"^'Th.^T-~^'t?;^ 
occurrance  is  recorded^"" __  /  ..~'-j.,r  o-_^^^  p.cvi.ju^ 


'X 


..-ic- 


that 


,^    .- 


_ifLi£y  ^N-nT;T5iri~rs-eT^T[t31^j^s   long   in   this   format: 


DIGIT  CONTENT 


1-6 


MgCILljate   of  Sorvice^^^nitial^isUJor  a  morbidity. 
^^  ^J_^^i:3_Service_Nun.ber  of   initi3XvisitJor_thatjnorb^^ 
M\      ""^''^dity  NuMber_o£initial,^isUjo^^h^^„,bidity 


.e 


^\'hen  the  KHSRC  first  be^an 


^^\^  the  Service  Morbidity  Number  foi 


V  1.- J-  wuiujiaxty   Aumber 

«^S^,  «  .^^>'  ^^'^2  ^o^ed  99999999. 

as 


th- 


V.cWy'^u''^'  ''''^^    ^^"^"^^  99999999.   As  o 
^S,M.^_be^aR  to  be  ^coded  as  the  Jlate_' of 


to 
in 
Oc 


^ 


Number  and  Morbidity  Nuniber  for  the  3ni 
«iorbidity.  In. other  v;ords,  the  initial 
same-  information  found  earlier  in  the  s 


'  0  C  0 1  u  i> 


par-t-i^cula£;g^;b  j  ditx^are  linked 
^orMditx,  and  canlbe'^f^^ri^  _ 
■  '  -  - -NCmger!  ^'''^^■'    ^^^^^^  ii°Xb;icirt?"cid?: 


construct  these  records', 
itial  visit  for  a  new 
tober  1968,  however,  the 
Service  ,_DayJ^_Servico 
tial  visit  of  that  nev; 

D.S.N,  now  records  the 
ame  record. 


service  for  a 


_pYer  tim 


s_ervic^^or-  tliat 


-■e_using  prLnarily  thi^ 
and  Service  Morbidity/ 


■5 


€ 


-in -the  samr:rd:ras%'hrare'??:?e^'\'^'  Outpatient  Record^ 
columns  lengthwise  Iclotl    the  page:''    '^''  '^  '^'  indicated^ 

—ELEMENT    •        .."•■"  1  .   •'  .    '  '  "  \'     '  * 


ri 


Date  of  Service     '    •        ■ 
Day's  Service  Number  -'     -»   -  . 

Morbidity  Number       "  -  ;7 

Presenting  or  Associated  Morbidity 
-Episode  ^'■"^''■^^"S  or  Associated  Morbidity 
Service  Morbidity  Number       '     .  '  : 


COLUMNS 


29 
35 
36 
46 
52 
57 
58 


D.S. 


A.  schematic  of  them  v;ould' look  like  this: 


34 


SO 
56 

65 


D.S.f 


U.S 


P.  or  A.M. 


U.P. 


or  A.M. 


S.M.> 


Set  numbe/nnrL'nl^ID'nu-^bef  ^^^^^V^''^"'^^  ^^'''^   ^   ^^ta  ' 
two  full  4nes  of  stamlnrY"^^  '  f     "  ^^^^  *^1'  '^'^^^^  numbers 
going  to  e  amine  ?he  rclation?r^''  ^1'^^^-°"^  P^P^^-   ^Ve  are'. 
-•Jierein  under  discussion!       ^^'  °^  °''^>'  '^^  ^^^^"  variables 


-11- 


I 


Example  1 


tDS)   CD  S..,  CM  ,,   CP  'o  A.M.)   CU.P   orA.MO   CE.)CS.M.O 

^  •   ^^^°  0850    -     1    07126811 

Note,  please,  that" the  formats ' of  thp  n  q   ^„j  ^^^^   "   . 

of  the  S.M.i    are  different?  and  date  section    .   . 

[     only  for  the  same^cas'e"nf'"f '^''r^  ^  T^^  ^^^^^  ^"^  ^^'^^  -^^'^^ted   '  - 
J     uxixx  xor  tne  same  case  of  measles,  the,  numbers  would  be; 

"680719     1   •   1      ;  nRtrn  ««.«   ■■  • 

•   •   .   :•   --  .  ^^^°  :.   .   .:   0850         2  .  07126811 


(3 


c^Ji"  ''!!''!.  *^^  Episode  code  now  indicates  a  continuing'  ep- 

If  the  patient  returns  three  days  later  because  of  ron- 

?S-'^^V^  i°^'^il,li^i^C^30.0)  and  then  was  examined  for  his  me  as- • 
10^,-  che  recoras  would  read:  .  mt ds 

"""     .^     -1     •.  1730  4730        1   ■  07226811 

.    *■'""..   '^      2    ■  ••""O     ..     0850     ■    2'   07120811 

Vl?,-,^-^-'  ""''^'^  ^^  "^"   °''  ^°t^^o^°rds  because  eticJi 'record 
'Titl        °^':7''T   Jk^^/'"'  ^^^"  ^^"'^^-^  performed  for  each  n,ort.i- 
.  The^m-aflesi'  i^a^;,-rS;..""i'"  '^°"^^  ^^   1"=™"-  documented. 
.  fo?  ttat  condition!'^    ■   •  ^"^^"V^"8  ^  continuing  episode  _ 

Example  2  [  "        ,.'■.'■,.■.  ^        .  '    '.      ..   -    ./' 

«        •         .  ••   •  •      ■   .    •      •   .. 

a  <:tT.nV.-  "J-^^^^^t   arrives  on  August  7,  1970  to-be  treated  for  . 
a  strol^e  of  unknown  origin  (335.1);  his  record  is  : 

700807     1      1       3^qi -     •   "  xxct  ,   *^" 

•      ^-^^^  3351     -    1  _  08077011 

".After  some  tests  later  that  day,'  it  "is  determined  that  the  s  i^roke 
gs^sed^oy  an  hemorrhage  (331.0);  The  patient's  record  islh.^ 

/—   700807    1  •      1-      xxc-i  xxin 

I  ,         ^  ■  ■»■  .  .    •>"i5i  3310         1    08077011 

reads-  ^''^^'"  ^^^  patient  Veturns  for  treatment,  and  the  record 

770714    1..      l-  •   3310  _       ,  3310      '  ■.  2  .  •'00077011   'i 


^.'r^ 


r 
\ 

m        •■ 


■■•■■■•  i  ■       .-■■.•  .      •  ' 

• .  .  .       "      -12- 

■    ■■  ■•  ■  •  •      "^•■-  ■    •         .  '  ..■ 

The  U.P.M.  of  the  previous  visit  has  become  the  P.M.  for  this 

visit;  the  S.M.#,  however,  refers  {?s  back  to  the  original  visit" 

for  this  ailment.  •  .           .   • 

»  •  *  .     • 

/  At  a  visit  two  weeks  later  and  after  still  further 
'tests,  the  diagnosis  is  again  updated,  this  time  to  stroke  ' 
caused  by  eiibolus  (332.0).   The  record  for  this  visit  reads: 

770828    1     ;   i      ;  3310  .3320        .2  '  0i:077011 

and  his  past  records  are  updated  to  reflect  the  new  diagnosis. 

All  of  the  patient's  records  for  this  condition  now  look  like  this: 

3320       ■  l''-.  03077011 

.  '   r  3320  "    ;  :  .2  ;;^  08077011. 

»   ■  '■.•*'i..-' 

;  3320        :2\-..-  08077011 
Example  3 


Multiple  services  for  multiple  conditions  generate 
somewhat  more  complicated  records.   Consider  a  patient  with  the 
following  established  conditions: 

w'     .  ■  .  .    ■    ■      . 

■^   "Condition .  .-?  ICDA        S.M.S   '  " 


700807 

1 

.1 

3351 

700814 

1.    ." 

;     1 

.3310 

700828 

i 

1 

3320 

-Pulmonary  Tuberculosis^''- — ---  "  _  -         :■: 

"active,  minimal  ' '.  011.0       09146911 

Chirrosis  of  the  Liver,  •  ,  .  '  '  • 

"  alcoholic  '   517.0-      09146912 


-In-other- words,  -on  Sep-tember  14,  1969  the  patient  was  first  ' 
treated  for  those  conditions,  tuberculosis  being  the  Presenting 
Morbidity  and  chirrosis  the  First  Associated  Morbidity.   On 
December  6,  1969  he  came  in  to  be  treated  for  a  sore,  inflam-^d, 
abscessed  toe,  diagnosed  as  celluli-iis  (681),  and  was  also-  •; 
examined  for  his  existing  condition;  the  records  read: 

691206,   11       6810        -•  6810^1^1^      1.*  12066911 
•   .    •  .        •      -  .-..■. 

691206    1-      2   •    0110     ••     0110  r^      2   '•09146911 
•691206    1.      3       5710     .      5.710  .        2    09146912 
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ruring  the  examination  for  cM^rosis  a  condition  of  chronic 
^        appendicitis  (542)  is  discoA/cred,  generating,  this  record: 

I' C  691206    1       4     /5420 


Surgery  for  th 


691206 


Later,  chemcth 
,  the  injecticn  clinic: 

|j   /  691206 


5420         I  12066914 

citis  is  performed:      -   ..-..•      .  > 

5420  5420      •   .2    12066914 

*        •  •   :,  - 

r  the  tuberculosis  necessitates  a  trip  to 


2       2       0110  .  .     .  .  0110 

and  therapy  is ^prescribed  for  the  chirrosis: 
2'      3'      5710  5710 


691206 


09146911 


09146912 


^ 


-The  results  of  the  examination  of  the  celluitis  are  returned, 
and  tv;o  discoveries  are  made.  .  Firstly,  the  condition  is  pre/;ent 
m  less  acute  form  over  most  of  the  patient's  lower  extremit-es, 
and  secondly,  that  the  cellulitis  is' directly  related  to  impured 
liver  function  caused  by  the  chirrosis.   The  Updated- Present"- ng 
Morbidity  then  becomes  682.9,  and  tho  Service  Morbidity  Number  ' 
is^  changed  on  all  appropriate  record.-,  to  relate  the  cellulites 
-"  to  the  chiriosis.   The^bscT^'^s  is  dr?  Inod  v.^A   th^'^  t^s''"  •••r.r-o-'-' 
'^  no.w  reads:  •   •'    ■  '       .--.-_.. 


691206    2       1  ^      6810  6829 

All  of  the  patient's  records  for  that  day  read: 

6810  ..   6829 

.0110  ,•   .  0110 

5710  •  5710 

.  5420  5420 

6810  ■■  6829 

0110  0110 

.   5710  r    5710 

5420  •  5420 


691206  / 

1  . 

1 

.691206 

1  - 

2 

691206 

1; 

•- 

3 

.  j"'691206 

1  : 

•  4 

•  /691206  f- 

2 

'  1 

.'   \691206  ■ 

2 

2 

*  1691206 

2  . 

3 

,  (691206 

z' 

• 

• 

4 

• 

». 

• 

• 
• 

2 

09146912 

1 

09146912 

2 

09146911 

2. 

> 

.  09146912 

1  . 
2 

12066914 
09146912 

2. ; 

•• 

09146911 

2 

09146912     1 

2- 

12066914 

■\ 

■-   '              *  ' 

/ 
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Thusly,  one  can  study  tJie  histories  of  patient  conditions  or  the  courses 
of  physicians '  perception  or  treatraents  over  time.     Liberties  have,  of 
course,  been  taken  \vith  the  time  francs  and  rjie  medical  realities  of  tliese 
events,  but  only  for  the  sake  of  the  example:.     Same-day  multiple  ser\'ices 
for  multiple  conditions  are  corrplicatcd  and  intricate,  but  tlieir  analysis    • 
5.5  illuminatins  pursuit  and  well  within  tlie  i:tnictural  limits  of  the  Iciiser 
Data  Files. 


cr 
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Item  B  .   •  .   - 

Status  of  Diagnosis  (col. 41)  •. 

Status  of  Diagnosis  pertains  to  the  Morbidity  Name  recorded 

in  Item  A  for  each  Morbidity  recorded. 

Code  No.    Status  of  Phy.    Definition 


Unknown 


Tentative 


n 


'(^ 


Established 


Inapplicable 


Code  unkno\'m  if  a  symptom  (T  code)- 
is  recorded  in  Item  A.   Code  the 
symptom  (T  code)  in  item  A  if  two 
or  more  diagnosis  are  ruled  out(R/0) . 
Unknown  Diagnosis  (ICDA  No.  795.9). 
No  Disease  Present  (000.0) , 

Code  tentative  if  the  Physician 
notes  the  following  terms  before 
or  after  the  diagnosis: 

Suspected 

Possible 

R/p  Rule-Out 
.  ? 
All  new  diagnosis  made  by  telephone 
or  letter  will  be  coded  tentative. 
Functional  Diagnosis  except  non- 
organic will  be  coded  tentative. 
A  new  Morbidity  found  from  Lab 
or  X-ray  tests  will  be  coded 
tentative. 

Established  is  coded  if  the  Physician 
treats,  orders  Rx,  or  refers  patient 
(consultant)  for  a  morbidity. 
Code  established  for  the  following 
morbidities : 

Newborn 

Pregnancy  Delivered 

Postpartum  Exam. 

Social  Problems         •  ' 

Rx  for  Beestings  Y02.1 

Inapplicable  is  coded  when  the 
ICDA  number  coded  in  Item  A 
indicates  that  no  morbidity  is 


# 
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C 

if^  *       Inapplicable     present  which  includes  the  following 

'-  •  '         Pelvic  Exams 

Well  Child  Care  (IVCC) 
.     ,   ■  Eye  Refractions  &  Eye  exams 

Service  for  Oral  Contraceptives 
Immunizations 

Notations  without  a  Morbidity 
Phone  Call  without  a  Morbidity 
•     '  Letter  without  a  Morbidity 

Unknown  Morbidity  (000.1) 


rh 
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-> 
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CHRONIC  CONDITIONS 

The  follov;ing  conditions  are  considered  Chronic: 

Chronic  cystitis         -  -      .  ' 
Depression 
"Neoplasms  (Malignant,  Benign,  &  unspecified) 
Obesity 
Diabetes 


-o-,^ 


>« 
v*** 


Hypertension,  Essential 
Migraine  headache 


r 


T0:Ep1sode  people 

FromcLee  . 

I  .  ■ 

Re:  Revised  analysis  protocol,  based  on  ep.  meeting  discussion 
6/19/30 


OBJECTIVES  OF  PHASE  I   REPORT  '       •  *  >^ 

1.  Define  the  condition  v;hich  ycu  are  analyzing,  and     explain  how  you  use  the 
concept  of  "episode  of  care". 

2.  Describe  the  population  being  analyzed.    (Age,  sex,  comorbidities,  etc.) 

3.  Describe  how  patient-relaced  .,  system-related,  and  physician-related 
variables  influence  total   resource  use  in  diagnosis  and/or  treatment  of 
your  condition. (Resource  use  refers  to  summary  measures  of  utilization: 
total   RVS  and  the  subclasses  of  RVS,  total   no.   of  contacts,  no.   of  clinic 
contacts.) 

.    This  analysis  should  include:  ■  ■• 

— Bivariate  analysis,  examining  resource  use  as  a  function  of  each  separate 
patient/system/physician  variable.  Aims:   description  of  patterns  of  resource 
use,  isolation  of  key  variables  for  further  analysis,  and  clarification  of 
how  to  proceed  in  multivariate  analysis. Use  BREAKDOIJN,  CROSSTABS,  PEARSO.'i  CORREL, 
—Multivariate  analysis         Patient/system/MD  variables  sh6uld"be  independent 
--variables,  with  total   resource  use    measures  as  the  dependent  variables 
"in  AID  runs. 

4.  Using  AID,   identify  bundles  of  care  for  your  condition.    (Bundles  of  care 
refers  to  the  mix  of  procedures  --  lab  tests,  x-rays,  drug  orders  of  a  given 
type,  hospitalizations,  office  procedures,  office  visits--  used  to  manage 

a  given  episode.  These  should  be  the  procedures  which  v;ere  counted  separately  as 
procedures  of  interest  on  your  episode  file.) 

5.  Using  AID,  John's  log-linear  multiple  classification  program  (hereafter  referred 
to  as  LLMCP),  and  frequencies  or  breakdowns,  describe  how  patient,  system, 

and  MD  characteristics  influence  the  likelihood  of  receiving  a  given  bundle 
■  of  care.   Bundles  of  care  may  refer  to  diagnosis"and/or  treatment. 

6.  Vlith  the  help  of  a  memo  to  come  from  Jane  and  me  later  this  summer,  value 
alternative  bundles  of  care  in  dollar  price  of  the  bundle  on  the  market,   and 
in  dollar  cost  to  the  system  of  producing  the  bundle,  as  well   as  in  RVS 
units. 

7.  Decide  whether  you  recommend  your  condition  for  Phase  II  analysis;  a  final 
decision  will  be  made  by  the  team  once  all  disease  reports  are  done. 

8.  Outcome,  quality  of  care,  input  substitution  within  and  between  bundles 
will  be  discussed  in  a  general  essay,  not  handled  in  disease-by-disease 
reports. 


Cover  letter/summary  of  memo  2 


^ 


SUBJECT  :  SUMMARY  OF  INSTRUCTIONS  ON  HOW  TO  HANDLE  YOUR  PRINTOUT 

Follow  these  steps: 
I— Upon  receiving  the  episode  printout,  examine  it  for  errors,  discrepancies, 
and  missing  information, 
"'"wnditio'n'^^  measures  of  resource  use  are  appropriate  for  analysis  of  your 

1.  Will  you  examine  the  behavior  of  a  subclass  of  RVS,  such  as  lab  RVS.  or 
vnll  you  examine  only  total  RVS? 

2.  Will  you  examine  the  behavior  of  total  clinic  contacts,  or  other  counts 
of  the  number  of  contacts  (SCVARl-7,37),  in  addition  to  examining  RVS 
measures? 

3.  Will  you  use  rates  of  resource  use  or  total  resource  use  as  a  dependent 
variable? 

4.  Within  the  episode,  do  you  wish  to  examine  an  initial  workup  period  in 
...«...,.    addition  to  examining  the  entire  episode? 

5.....O0  you  need  the  calendar  file?  '      •      "" 

_.  .   6.  Do  you  need  to  distinguish  between  new  and  continuing  episodes? 

III-Do  bivariate  analysis  of  the  data,  with  resource  use  measure(s}  taken  -  ■ 

■  as  the  dependent  variable(s),  and  with  each  patient/system/physician 

)^^riP  '^  ^^^^^   separately  as  an  independent  variable.  Use  BREAKDOWN, 

FREQUENCIES,  CROSSTABS,  AND  PEARSON  CORR  as  needed. 
IV— Do  multivariate  analysis  of  the  data.  Use  AID  to  exatr.ine  how  patient/ 

system/physician  variables  interact  to  influence  total  resource  use. 

Use  AID,  with  resource  use  as  a  dependent  variable,  and  with  utilization 

measures  as  an  independent  variable,  to  define  bundles  of  care.  Use  John 

Mullooly's  log-linear  multiple  classification  analysis  to  determine  how 

patient/system/physician  characteristics  influence  the  probability  of  a 

patient  getting  a  given  bundle  of  care. 
•V~Seek  other  data  which  may  be  needed  to  describe  the  population  and 

the  episodes  you  are  studying,  and  to  meet  the  objectives  of  the 

Phase  I  report. 


Memo  3  is  a  classification  of  which  variables  fall  into  which  classes: 
patient  characteristics,  system  characteristics,  physician  characteristics, 
and  measures  of  resource    utilization.  It  is  a  follow-up  on  team 
suggestions  that  we  develop  a  common  nomenclature  for  variables. 


^ 


•  ■  INTER-OFFICE      MEMORANDUM 


From 
Copies  to       ' 


At 


/^^MOz.  ,P.  / 


Subject 


:  THE  GORY  DETAILS— HOW  TO  HANDLE  YOUR  PRINTOUT 


I-UPON  RECEIVING  THE  EPISODE  PRINTOUT,  EXAMINE  IT  FOR  ERRORS.  DISCREPANCIES,  AND 
.  MISSING  INFORMATION. 

Look  for  these  possible  problems:  .    ;, 

-Subtotals  of  RVS  do  not  add  up  to  total  RVS  • 

-Subtotals  of  specific  types  of  contacts  do  not  add  up  to  total  contacts--if  you 
specified  such  variables. 

-Duration  of  eoisode,  or  mean  number  of  comorbidities  per  contact  in  the  episode, 
or  other  computed  variables  yield  outlandish  results,  or  results  totally  unexpected 
from  inspection  of  the  contact  file.  . 

-Error  or  confusion  in  labeling  variables. 

-Failure  to  create  variables  which  you  specified  in  your  data  request. 
DO  be  sure  to  check  the  program  at  the  front  of  your  printout,  to  be  sure  that 
computed  varaibles  were  created  that  have  the  meaning  which  you  intended  when  you 
^k requested  them. 

V^Clear  communication  with  Marilyn  on  what  you  want  "'  V  

.  when  asking  for  extra  episode  level  variables,  or  when  making  an  analysis 
request,  will  save  you  both  much  delay  and  toil. 

II-DECIDE  WHICH  MEASURES  OF  RESOURCE  USE  ARE  APPROPRIATE  FOR  ANALYSIS  OF  YOUR  CONDITION. 

.1.  Will  you  examine  the  behavior  of  a  sub-class  of  RVS,  such  as  lab  RVS  or  office 
procedure  RVS,  or  will  you  examine  only  total  RVS? 

Examination  of  the  share  of total  RVS  which  is  accounted  for  by  the  subclasses 
of  RVS,  variables  PCTLETT-PCTXRAY,  will  show  which  RVS  classes  contribute  most 
to  total  RVS.  This,  with  knowledge  of  medical  decisions  to  be  made  in  managing 
your  condition,  should  help  you  decide  wh^cher  to  examine  only  total  RVS  as  a 
measure  of  resource  use,  or  to  also  examine  lab,  xray,etc.  RVS  subclasses. 

2.  Will  you  examine  the  behavior  of  total  clinic  contacts,  or  other  counts  of  the 
number  of  contacts (SCVARI-7, 37)  ,  as  a  dspendent  variable? 

If  a  disease  has  many  co-morbidities , the  chances  increase  that  services  performed 
at  that  contact  will  have  their  RVS  units  coded  to  another  condition.  This  may 
skew  total  RVS  as  a  measure  of  resources  used  in  managing  your  condition.  If  so, 
it  is  useful  to  examine  SCVAR2,  total  clinic  contacts,  as  a  measure  of  total 
resource  use  to  check  and  supplement  SMVAR49, total  RVS. Ask  whether  these  two 
summary  measures  act  similarly  under  the  influence  of  age/sex/morbidity  qroup/ 
other  patient/MD/system  variables  of  interest. 

3.  Will  you  use  rates  of  resource  use  or  total  resource  use  as  a  dependent  variable? 
If  your  disease  is  chronic,  with  episode  lengths  ranging  from  one  contact  to 
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INTER-OFFICE      MEMORANDUM  .        1 

Date 

AT  _/  _  ■      .  •  -,;■■_. 

•     '  *      '  '  ■       *  '  '  ■  •■ 

From 
Copies  to 

'At 


rO'^/no  z,?2. 


Subject 


(f. 


seven  years, use  rates  of  resource  use  per  unit  of  time  in  the  episode  as  your 
dependent  variable.  The  characteristics  of  your  disease  dictate  whether  you 
.  examine  RVS  per  week,  month,  6  months,  or  per  year;examine  the  DURATION 
variable  in  your  file.  An  acute  condition,  for  which  all  episodes  are  brief 
and  of  standard  length,  may  be  analyzed  using  either  total  RVS,  etc.,  per 
episode,  or  by  examining  total  RVS  per  week  of  the  diease  episode. 

,-4.  Within  the  episode,  do  you  wish  to  examine  an  initial  workup  period  as  well 
jis  the  entire  episode? 

Your  disease  may  be  one  in  which  the  first  contact,  or  first  week,  or  first 
month,  or  first  year  will  call  forth  a  different  bundle  of  care  and/or  a  different 
level  of  total  resource  use  than  the  episode  as  a  whole.  If  you  have  medical 
reason  to  think  that  this  is  the  case,  you  should  ask  that  measures  of 
total  resource  use  and/or  measures  of  the  bundle  of  care  given  be  cc>unted  sep- 
apate-ly  forjthe  critical  period  as  well  as  for  the  entire  episode. 

5.  Do  you  need  the  calendar  file?  Applies^only  to  chronic  conditions.    ' 


Calendar  file  information  has  been  obtained  for  obesity,  depression,  and  hypertension 
Investigators  should  consider  whether  this  is  necessary  for  other  chronic 
diseases  in  Phase  I. Calendar  file  information  has  two  purposes- 

---    ■«;!  J"^^"'^"i.°'^/^-^^  °!  resource  use  per  episode  year,  so  that  this  rate  is  calculate- 
-   only  for  months  during  the  episode  for  which  the  patient  is  eligible  for  Health 

■^-     Plan  coverage.  »    ■  ■   ituiun 

2.  Determination  of  the  gap  between  the  final  episode  contact  and  the  end  of 
patient  eligibility  for  coverage  (if  this  occurred  on  or  before  12/73) 

■   end  oflhe'st'Sdrperiod'  ^'^   ^'^'"'"  ^^'  .last  contact  and  th"e,end  of   the 
6.  DO  you  need  to  distinguish  bwtween  new  and  continuing  episodes?  '  . 

^       If  so  you  m  y  „an?  to  JI?"  1?  fn?'^!^"'/"'  V'^   '^'"^  "^"""  '"^  system? 


"^*  S?.cnniyc?^JI^  ANALYSIS  OF  THE  DATA,  WITH  THE  CRITICAL  RESOURCE  USE 
r^  MEASURE(S)  AS  THE  DEPENDENT  VARIABLE(S),  AND  WITH  EACH  PATIENT/SYST£M/ 

O^     MD  VARIABLE  TAKEN  SEPARATELY  AS  AN  INDEPENDENT  VARIABLE. 


Do  bivariate  analysis  of  resource  use.  This  is  an  initial  fishing  expedition, 
•so  examine  either  total  RVS  or  rates  of  total  RVS.      -  If  you 

have  identified  one  or  two  other  critical  resource  use  measures,  use  them  too 
at  this  stage  as  dependent  variables.  ...         '     .  -'■- 

Below  is  a  list  of  episode-level  varaibles  which  can  be  used  as  independent 
variables;  choose  those  which  are  appropriate  for  your  disease  and  population. 
Each  subclass  of  your  independent  variables  should  have  a  population  of 
at  least  25  .    .   .      -     .     ^ 

For  each  dependent  variable  that  you  choose,  ask  for  a  BREAKDOWN  run  of  that 
_ variable  as  a  function  of  these  patient/provider/system  variables: 

— Agegroup  at  index  contact.  "---. 

Suppose  you  have  3  age  groups:  18-34,  35-49,  and  50+.  With  BREAKDOWN, 
you  will  get  the  mean  resource  use  for  people  in  each  age  group,  and 
a  standard  deviation,  and  the  number  of  people  in  each  age  group.  Use 
of  the  standard  deviation,  or  the  calculation  of  the  standard  error  of 
the  mean  for  each  age  group,  will  enable  you  to  tell  whether,  taken  alone, 
the  age  groups  you  chose  are  predictive  of  resource  use. 
POINTER:  You  may  ba  undecided  whether  to  use  a  3,  4,  or  N-class  age  group. 
If  you  do  a  BREAKDOWN  on  the  two  or  three  age  groupings  that  you  have  in 
mind,  you  will  be  able  to  tell  whether  the  two  or  three  ways  of  grouping  by 

■.  age  tell  the  same  story  in  resource  use  patterns. If  a  3-class  age  grouping  and 
a  4, 5, or  10-class  age  grouping  reveal  similar  patterns  of  resource  use  with 
age,  use  the  age  grouping  with  the  smallest  number  of  subclasses  for  the 
remainder  of  your  analysis. Likewise ,  if  you  initially  created  only  1 
•  agegroup  varaible,  with  three  classes,  and  this  BREAKDOWN  reveals  that  two  adjacent 
'  .  classes  have  similar  resource  use,  and  one  is  significantly  higher  than 
the'  other  two,  then  create  a  new  agegroup  variable  with  only  2  classes. 
One  class  would  be  a  combination  of  the  two  similar  age  classes  in  your  first 
agegroup  variable,  and  the  other  would  be  the  standout  age  class. 
The  rationale  is  that  the  analysis  becomes  more  tedious  and  cumbersome  with 
each  extra  cell  you  create. Creating  unneeded  cells  will  add  markedly  to  your 
workload  in  preparing  the  report. Use  this  BREAKDOWN  step  as,  among  other 
things,  a  way  to  cut  the  number  of  cells  in  key  variables. 

Co-morbidity  group.  i,-  u 

Be  sure  to  create  morbidity  grouos  that  are  mutually  exclusive  and  which 
"■  ; -taken 'together;  include  all  the  episodes  in  the  population  you  wish  to 
analyze. Create  as  few  morbidity  groups  as  is  reasonable  for  your  set  of 
episodes.  Again,  the  aim  is  to  cut  the  number  of  cells  you  must  analyze. 

— ^Sex,  if  relevant  to  your  population/disc4t<.  -  — Tt   .  .-  .. 


m 


PCTPRES,  the  %  of  contacts  in  your  episode  in  which  your  disease  is 

•  the  presenting  morbidity  for  the  contact.  This  is  a  continuous  varaible 
^k   which  should  have  its  values  grouped  into  classes  to  be  used  with  BREAKDOWN. 
/^P   This  same  advice  holds  for  other  continuous  varaibles,  including  others  such 
^  as  PCTLETT-PCTXRAY. 

— Presence  or  absence  of  symptoms  of  interest,  if  you  created  such  a  variable 
— Presence  or  absence  of  adverse  drug  reaction  in  the  episode,  if  you  created 
such  a  variable.  .   .       . 

— New  versus  continuing  episodes 


^ 


"1s\^%'onicTor'u5o''no''n;  ""-^\^°^  comorbidities  per  contact.  (  if  your  disease 
eoisode  .  .rn.p  '  "°*  of  comorbidities  in  the  index  contact,  if  your 


episode  is  acute. 
—Year  of  index  xontact  '    ■ 

""'s£bc°as'ses''^'°"'  ""P""'''^  ^'"  ^PP^oP^ate  time  units  and  divided  into 
---MD  specialty  at  index  contact,  if  your  disease  is  acute 

— MD  number  at  index  contact..      '  .....  •.  -  1— ._.-.-  • 

Unaer  certain  conditions,  this  can  be  used  as  a  way  to  measure  interphysician 
thr?nH^v  \"  r^^^^*:"  !;^^-  '^'^^^y^   can  flag  episodes  in  which  the  doctor  al 

enfiJe  PDisSSp  Fni^Sh^'  °"^^  V^V"^''  ^^'^  ^^'   P^^^'^"^  ''"   throughout  the 
var  IhirmA  !;-n  h^^'J'  single-doctor  episodes,  a  frequencies  run  of 
rnnAifil       V      .u'   ^°u  '"^"^  ^'"^"  ^^^h  provider  handled  episodes  of  your 
condition.  You  can  then  choose  the  specific  doctors  of  a  given  specialty 
SS  a  BRErKHOW  °  ^  '"'  preferably  over  50)  cases  of  your  condition'  Ind"^ 
tL  FTA     ^''^''"'  "^^"""^  those  doctor  numbers  as  an  indeoendent  variable. 
ihe  ETA-squared  statistic  will  show  the  proportion  of  the' total  variation 

"  lnd?v?d°uaTdoc'tor?'  ''"'"   ''''°'.'!  ''''  is  statistically  explained  by  the 

— MD  status  at  index  contact 

r— Specialty  over  the  episode. (derive  from  SC.V,R19-SCVAR31)      ._  .  _  .  : 

You  may  find,  that  .n^ SCVAR19-31,  most  MD  contacts  for  your  disease  are  with 
Internists,  "and  that  20%  of  contacts  over  the  whole  episode  are  with  other 
specialties.  You  may  wish  to  ask  whether  the  mean  total  RVS  use  for  patients 
with  disease  X  is  different  for  those  who  saw  only  internists  in  their  episode 
than  it  is  for  those  whose  episodes  included  at  least  one  visit  to  an  MD  of 
another  specialty.  '       .--■•.  <*■ .  ..vV ':  ^  ,.  .,  .,i-  .7,'}.-    -r-'tf-  ->.-  cpi'  •  '■•■ 

— MD  status  over  the  episode  (derive  from  SCVAR  32-34) 

Here,  you  may  wish  to  ask  whether  mean  RVS  use  is  significantly  different  for 
those  whose  episodes  included  a  visit  to  a  consultant  than   for  those 
v/ho  did  not  see  a  consultant.  "  '    ■   -    ■  •   . 

—Diagnosis  status  at  index  contact 

—Presence  or  absence  of  contacts  in  the  episode  for  which  the  patient  is 

ineligible  for    ;  plan  covcrcu^c. 

-.—Percent  of  co.itacts  which  are  in  clinic  hours      

"e^^'  your  intent  would  be  to  ask  whether  resource  use  is  more  intense  for 

episodes  with  all  contact  falling  in  clinic  hours,  versus  those  which  had 

some  night  or  holiday  visits. Divide  this  var.  into  classes  to  use  it  as  indep.  var. 
—Percent  of  contacts  v/hich  are  regularly  scheduled. 

Does  it  make  a  difference  in  resource  use  whether  the  episode  include  some 

vs.  no  v/alkin  visits? 
—Presence  or  absence  of  hospital  admissions  •-    • 

— Presence  or  absence  of  emergency  room  contacts 
— Presence  or  absence  of  other  types  of  contacts  enumerated  in  SCVAR  1-7  that 

are  of  ibterest  for  your  disease. 
— Percent  of  episodes  with  YOO.O,  physical  exam,  as  comorbidity. 

SCVAR8-15°'"  ^^^^"^^  °^  special  types  of  provider  in  episode,  as  enumerated  in 

C— Presence  or  absence  of  different  types  of  orders  to  return  for  care,  as 
enumerated  in  SMVAR25-40. 

-       -  yyy  Y<L^   ^r  )t<is4con>f.ct,orby  o+Kcr  vnc«n,    4W  s<c,v^  rcUu^ni     - 


^^  in  conjunction  wiihthrpJilLrofenisnd'p^f^  '"^  '''^'  "'^'"^  ^hese  results   " 
-a  means  of  deciding  whShercerJIin^InJc/'^^'^;;^"^      ^''^^^  ^^^^e: 
future  analysis.  ^^'"  episodes  should  be  discarded  from  all 

:Z1^^^   e;J??o^°?!-^^^J"^^t^  --^^^e  ^^0"ld  take,  in  a  multiple  " 
Episode  ;etur?e'use°"  "''''   Independent  variables  do.  and  which  do  not.  affect 

.  you  fot\lTt,TAro  ?Sns'^ou"^lrj?ndlruli?uV2o'i?^  r'lr'  ^r '''  --1^^ 

descriptive  data.  Suddosp  th  J  in  Jh,-  V  I   ^°  ^^^  breakdowns  for  more 

•   you  use'd  total  ciinic'c'o  ac  s  an  "t    IVsVllf.'^'.'''''^'^  ''  ''''''   ^b°^^. 
found  12  of  the  25  variables  listed ^hoLfo  t     dependent  variables,  and  that  you 
influence  on  resource  use   YlrnniH.^    ''!  statistically  significant   ^ 
use.  such  as  no.  of  drus  ordered  o'  lyl'ZHt''''^''^  ""■'''''''   °^  ^^^°^^^^ 
and  run  breakdowns  on  them  using  the  ipLd^nff'  ''  u'?^  dependent  variables. 

.   found  to  be  significant       ^       independent  variables  that  you  earlier 

^^^■Ind%lARSOrcogR^";^s"'""'^'°"  ""  '^  ^°"^"  '^°^  FREQUENCIES.  CROSSTABS. 
JV.DO  MULTIVARIATE  ANALYSIS.     -  : ' "^  ■  "" ''"■ 


A.  Begin  with  AID, 


(9 


The  first  step  is  to  use  AID  to  show  interacting  effects  of  non-utilization 
patient/MD/system  variables,  as  named  in  Memo  3  and  in  the  above  section  in 
this  memo,  on  resource  use.  For  each  run:  .        .  :; '■        .  ■  ••  > .  '•  • 
--Choose  one  dependent  variable,  a  measure  of  resource  use 
—choose  up  to  35  independent  variables.  Be  sure  that  all  independent  variables 

are  independent  of  each  other. 
—do^NOT  include  'percent'  independent  variables,  such  as  percent  of  contacts   . 'Wic  / 

which  are  phone/letter,  or  percent  of  RVS  which  is  lab,  etc -^-'^I'^-s  '->icyKaV2a  ^ru^'^.un- 
— consider  whether  you  should  eliminate  continuing  episodes  from  AID  analysis.        -^' 
—decide  how  to  handle  episodes  which  may  be  truncated  at  the  end  by  the 
end  of  the  study  period.  If  you  decide  that  an  episode  of  disease  X  does  not 
meet  medical  criteria  for  an  episode  unless  it  lasts  over  3  months,  eliminate 
episodes  from  your  analysis  that  begin  after  September  30,  1973. 
—.^0^  ^Qot  disi.cA.u/   J  decide  whether  to  change  the  stop  rules  that  John 
used  for  hypertension  and  cycstitis. 

—be  sure  the  independent  variables  are  in  fact  independent  of  the  dependent 
variable.  .,  c  •  ,..f.  •..   ■.  ^    .,:''.       • 

—state  continuous  independent  variables  as  categories.  Each  indep.var. 
category  should  have  at  least  25,  and  preferably  50,  episodes. 

The  result  of  this  first  run  should  be  to  isolate  which  patient/system/MD  variables  ' 
affect  resource  use,  and  to  show  the  interaction  between  them. For  step  one, 
each  terminal  box  should  include  a  popualtion  which  is  relatively  homogenous      e 
with  respect  to  nonutilization  characteristics, o^«l  w{4l>  f\tfcc4  -Vo  KVJ".  ^ 


(For  the  first  step,  patient, system,  and  physician  variables  should  be  "  . 

put  together  into  a  single  run.;  i 

(q^, ^. 

The  second  step  in  the  AID  process  is  to  use  it  to  define  bundles  of  care. 
For  each  run:   '  --  ...        1 

—choose  one  dependent  variable,  a  measure  of  resource  use      ' 
—choose  a  set  of  independent  variables.  All  these  would  be  utilization 
measures.   ■■  .jh^se  would  include  drug  classes  of  interest, 

lab  and  xray  tests  of  interest,  specific  office  visits  of  interest,Gffice         ' 
procedures  of  interest, presence  or  absence  of  specific  types  of  phone  calls' 
\   rLj."rtr'nf  !^;e-drug-realted),  presence  or  absence  of  specific  types  of 
"X  ^^^S^""^^!  °^  ^?te^"t  p-^"^°^P^*^^^'^3tion,  ERvisit,  house  call),etc. 
S--D0  not  use  percent'  variables.  Each  independent  variable  should  be 
"specific  and  medically  meaningful. 

■■■     \  ■  ' 

■    IvLr'!J^Vr'^^^  ^"°  ''"  ^^^  ''■■'^^  ^^  delineation  of  several  pathways  of  specific 
types  ot^utilization,  as  shown  in  the  sample  run  attached.  In  that  run,  there 
are  b  sets  of  people,  each  with  a  distinctive  bundle  of  labs,  x-rays, 
and  clinic  contacts.     _  .__.   --  -:  -  .   .    ..-•-   -,  TLr-' '■•-•••'-  - 

Each  pathway,  as      In  the  example,  represents  a  bundle  of  care  . 

. The  third  step  in  AID  analysis  is  to  determine  how  people  end  up   with  different 

Dundles  of  care.  "■ 

-  ~  — '.  r;??^"  Mullooly  i^s  preparing  a  log-linear  multiple  classification  analysis. 

-5  "?^.  ^  PStient/system/physician  characteristics  which  the  first  AID  run 

QT    identined  as  important,  the  new  program  will  assess  how  a  patient's  possession 
s:?^   ?f  a  aiven  mixture  of  these  characteristics  influences  the  likelihood  of  ending  up 

with  a  given  bundle  ot  care. 

-In  addition,  it  may  be  useful  to  get  a  FREQUENCIES  run  for  each  pooulation 
.  in  the  final  boxes  of  the  AID  utilization  run.  This  would   yield  descriptive 
data,  with  which  we  could  compare  age,  co-morbidities,  etc.  for  the  people 
in  the  .,different  boxes. 

With  the  AID  program  and  the  log-linear  MCA  program  that  John  is  preparing, 
we  are  not  likely  "to  need  multiple  linear  regressions,  ANOVA  runs  with 
two  or  more  independent  variables, or  large  numbers  of  CROSSTABS. 
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INTER-OFFICE      MEMORANDUM 

To   Cxpvso^sla.  j-«_<ca^ 


At 


Copies  to 


Vcit^U  hit  cl^s?[t. 


Date 


From 


At 


V^r.  iTrl- 


Subject 


List  of  variables  that  are  measures  of  resource  use.  These  are  summary 
-.^..IJ^^^^f^s,  not  tied  to  a  specific  procedure.  WtM'cUvou^  v^   v<vaej  >»y  c/i'w<3«. 
I    I    I    I    I  ^^f"rs_.to  the  contact  frPniiPnrJp.  file  and  to  the  index  contact 

ulOl-total    CRVS  of  lab  procedures Tfile  that  is  on  your  episode 
U102-total   CRVS  of  xray  procedures  /printout. 

U103-total  CRVS  of  surgical   office  procedures 
U104-total   CRVS  of  adult  office  procedures 
U105-total   CaVS  of  pediatric  office  procedures 
UIO6-M0.   of  special   CRVS  code(s)   in  the  contact(s) 

EPISODE  LEVEL 

SMVAR  41-No.  of  lab  tests  ivi^PiSo<^c 
SMVAR  42-No.  of  radiology  tests  this  eoisode 
SMVAR  43-Mo.  of  drugs  ordered  this  episode 
-SMVAR  44-Total  lab  CRVS 
SMVAR  45-Total  radiology  CRVS 
SMVAR  "45-Total  office  surgery  CRVS 
SMVAR  47-Total  office  adult  CRVS 
SMVAR  48-Total  office  peds  CRVS 
SMVAR  49-Tctal  CRVS  this  episode 
OFFICRVS-  office  CRVS 
LETTCRVS-  letter  CRVS 
PHONCRVS-  phone  call  RVS 
OVCRVS-  office  visit  CRVS 
OPROCRVS-  office  orocedure  RVS 

No.  OP  DRVG   CALLS  -  f^ocj  h<  a  ynax^    A*     o'rwj  UJC   ^^*+ 
Note  ^     ^      ~~ 


For   ,Mos4    dl%JL<X^s,  •k\<^ 


-\  JuH-1)h  '7V'7:?  pto^o^  A^  '  L  - 


For  each  episode,  SHVAR44+45+45+47+48=49  Lij^4«^  c.v„'..r.'  ' 
OFFICRVS=LETTCRVS+PH0NCRVS+OVCRVS+PH0NCRVS=SMVAR46+47+"4T^'^ 
SMVAR49=0FFICRVS+SMVAR44+SMVAR45 


Other  measures  of  resource  use  include  rates  of  RVS  use  per  episode  year  or 
per  episode  month,  and  total  RVS  i;se  during  a  critical  initial  period  in 
your  episodes.  .  . 

Summary  counts  of  contacts  which  can  be  used  to  check  results  gotten  by 

analysis  of  RVS  use  are: 

SCVAR  1— No.  of  hospital  admissions  THESE  CONTACT  MEASURES,  ESPECIALL' 

SCVAR  2— No.  of  clinic  contacts  '      THOSE  OTHER  THAN  SCVAR2  (OR  PER-  . 

SCVAR  3— -No.  of  visits  to  patient  house  HAPS  SCVAR  37),  CAN  ALSO  BE  USED 

SCVAR  4— No.  of  visits  to  nursing  home  AS  MEASURES  OF  THE  BUNDLE  OF 

SCVAR  5— -No.  of  emergency  room  contacts  CARE  GIVEN  IN  AN  EPISODE. 

SCVAR  6---N0.  of  phone+letter  contacts 

SCVAR  7---N0.  of  contacts  vn'th  non-Kaiser  MD 

SCVAR  37--Total  no.  of  contacts  in  episode 

Of  these  variables,  SCVAR2  is  likely  to  be  the  best  check  on  RVS-based 
measures  of  resource  .use;  SCVAR37  may  also  be  useful,  depending  on 
the  nature  of  your  diseasex-,  f,      •  r  ^     ^  j.   r      ^   .   , 


INTER-OFFICE      MEMORANDUM 
To  Date 

J    ^  From 

Copies  to 

AT 


memo  3  ^  p.  2.  V<jvt.  (jrV 


^^'"''  :  LIST  OF  PATIENT-RELATED  VARIABLES, FOR  USE  AS  INDEPENDENT  VARAIBLES 

U04-Sex  - 

1105-Age  at  index  contact.  Or,  use  AGEGRP. 
^UlO-At  the  index  contact,  is  the  given  morbidity  record  the  presenting  morbidity  or 

the  1st  through  8th  associated  morbidity?  At  the  episode  level,  get  at  this  issue  by 
using  PCTPRES,  the  percent  of  contacts  within  the  episode  in  which  the  disease  you 
are  analyzing  is  the  presenting  morbidity. 
Comorbidity  group  membership.  (I.e.,  for  hypertension,  was  the  episode  of  htn.  accompanied 
byheart  disease,  or  by  obesity,  or  by  diabetes,  or  by  a  combination  of  these,  or  by 
none  of  these?) 
Presence  or  absence  of  symptoms  of  interest  for  your  disease--if  you  created  such  a  variable 
New  or  continuing  episode 
i^U50-No.  of  comorbisities  at  the  index  contact.  Or,  at  the  episode  level,  use  the  mean  number 
of  comorbidities  per  contact  in  the  entire  episode, MNCOMORB. 
Depending  on  your  disease,  you  may  use  these: 
r^     -No.  of  morbidities  in  which  your  disease  was  the  presenting  morbidity  for  the 
■^-'"^  contact,  and  was  updated  to  something  else. 

-No.  of  times  in  the  episode  that  the  presenting  morbidity  v/as  not  your  disease, 
and  the  updated  presenting  morbidity  was  your  disease.  _    ^  ^  - 

-Presence  of  adverse  drug  reaction  as  comorbidity  or  as  updated  presenting  morbidity  within 
the  episode. 
Year  of  first  contact  ,  OR  episode  duration,  expressed  in  days,  months,  or  years 

"%   J^cs<  )^c^\j  also  hjL  -fre^-fe^  as  sys-/r»jv,~  >^c/^-fe4?/  l^ar/'<si/cr 


« 


K-«   t<70 


'  •  •  INTER-OFFICE      MEMORANDUM 

\  . 

1*>  Date 

("^  AT  .  • 

From 
Copies  to 

At 


Memos   p.  5   Vo/.  Ii*s+. 


Subject 

■ :  LIST  OF  MD-RELATED  VARIABLES  .     - 

U16-MD  number  at  index  contact  .   ■ 

U17-MD  status  at  index  contact  (regular,  temporary,  or  consulting) 

MDSERVl-  Specialty  of  attending  MD  at  index  contact,  or  if  there  are  a  smaller  number  of  ■ 
specialty  groups  which  you  wish  to  analyze,  lump  some  of  the  specialties  together  and 
use    Rf-lDSERVl. 
■  MDSERV2-  Specialty  of  referring  physician  at  index  contact.  (May  not  be  needed  for  most 

diseases.) 
^SCVAR  19-31--N0.  of  times  in  episode  that  a  patient  is  seen  by  an  MD  of  a  given  specialty. 
-^.SCVAR  32-34— Mo.  of  times  a  patient  is  seen  by  regulat  attending/temporary  attending/  . 
consul  ting "MD  in  the  episode. 
Proposed  varaiblo  : 

—Number  of  different  MDs  that  the  patient  sees  over  the  episode.  If  the  patient  sees  only 
one  MD  over  the  entire  episode,  we  can  get  at  interphysician  variance  by  using  MD  no.  at  ths 
index  contact  as   independent  varaible. 


C 


Qryaw  d  i  %sza.vt.  ^  \  w-V<ri->  i  i-^  oI»-gy*i  ^  o-vu^  all    oVKtr- A'lDs^  yov  c«vi    c\sk. 


% 


.■  v-    .       • 
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INTER-OFFICE      MEMORANDUM 


To 


^^  "  Date  ■   [ 

At  .         * 

'  From 

Copies  to 

Memo  3  ~    . 

At 


p.  4  -  V^r.   l.-ff 


Subject 


:  List  of  system-ralated  variables 
SCVAR  32-34-No.  of  contacts  in  episode  that  have  a  diagnosis  of  tent./unk/estab.  status, 
U19-Diagnosis  status  at  index  contact 
U70-Health  plan  eligibility  status  at  index  contact 

SCVAR35-ro.  of  contacts  in  episode  at  which  patient  is  ineligible  for  health  plan  cov. 
SCVAR  15-  No.  of  contacts  in  ep.  that  were  during  clinic  hours   (U14,  index  ct.) 
SCVAR  17-  No.  of  contacts  in  ep.  that  were  reg.  sched.  appts.(U15,  index  ct.) 
SCVAR  18-  No.  of  contacts  in  ep.  that  were  walkin 

For  descriptive  purposes,  you  may  also  use  the  %   of  contacts  that  were  walkin/reg. 
sched. /ineligible/in  clinic  hours/  dx.  unhnown/dx.estab./dx. tentative. 


List  of  utilization  variables  that  can  be  used  as  a  step  in  AID  analysis: 
Drug  classes  that  you  specified  as  of  interest-  whether  or  not  they  were  used 
at  the  index  contact  (U82,U85,U88) ,  and/or  no.  of  times  they  were  used  in  the 

,^  entire  episode,  and/or  v/hether  or  nor  they  were  used  in  a  critical  inital  period 

V^^  appropriate  to  your  disease. 

Lab  tests  of  interest  (IJ57,61,63,67,65,  if  you  need  to  examine  index  ct.  separately.) 

Radiology  tests  of  interest 

Specific  office  visit  types  (i.a.,  9002,  9003,  all  mental  health  visits)  of  interest 

Specific  office  procedures  of  interest  (U25-31,  if  you  need  to  examine  index  contact  separate! 

Specific  types  of  phone  calls  (i.e.,  drug-real  ted)  that  are  of  interest 

SCVARl-7  (but  excluding  SCVAR  2  if  you  are  using  it  as  a  dependent  variable)-  No. 

of  hospital  admissions,  clinic  contacts , house  calls,  provider  visits  to  nursing 

home,ER  contacts,  phone/letter  contacts,  non-Kaiser  MD  contacts.  Whether  you 

use  any  of  SCVARSl-7  as  independent  variables  in  an  AID  run  will  vary  with  your 

disease.  U12  provides  analagous  information  for  the  index  contact. 
SCVAR8-15-NO.  of  contacts  in  ep.  with  service  given  by  different  types  of  provider- 

MD,RN,  optometry,  etc.  U13  gives  analogous  information  for  the  index  contact. 
(Descrpitively,  you  may  widh  to  csk  the  proportion  of  contacts  in  each  episode 

which  have  service  given  by  MDs,  other  types  of  providers.) 
SMVAR25-40-NO.  of  contacts  in  which  the  patient  was  ordered  to  return  to  MD,  lab, 

etc.  These  are  less  likely  to  be  useful  to  you  than  ohters  in  this  list.  Analogous 
information  can  be  gotten  for  the  index  contact  by  using  U32-U49. 
Certain  other  varaibles  may  be  interesting  descriptively,  but  do  not  belonh  in  an 
AID  run:%  of  total  episode  CRVS  acounted  for  by  phone/letter/ov/office  proc./lab/rad. 
(PCTLETT-PCTXRAY),  %   of  cshtrcts  with  YOO.O  (physical  exam)  as  a  co-morbidity,  %   of 
contacts  which  occurred  in  hospital/clinic/ER/phone+letter,  etc. 

pother  utilization  variable  which  may  be  useful  to  create  is  whether  or  not  the  patient 
^^s  asked  to  return  at  the  last  contact  of  the  episode.  . 
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EPISODES  DEFINITIONS  IN  DATA  SYSTEMS 

AND 
RELATED  MEMOS 
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EPISODE 

» 
ACUTE 

Acute  begins  at  the  time  of  the  contact  (direct  or  indirect) 
where  specific  morbidity  diagnosis  is  made  or  updated  by 
subsequent  information.   Acute  conditions  are  usually 
considered  a  new  episode  v;hen  recurrence  of  condition 
occurs  after  90  days  from  first  service  and  there  is  no 
indication  or  connotation  of  continuity.   Upper  RespiratQi-y 
Infections  are  considered  new  episodes  if  clearly  recurring 
after  30  days. 

Acute  conditions  are  considered  recurrent  and  recorded 
as  initial  episodes  related  by  service  morbidity  number 
when  characterized  by  physician  or  patient  in  terms  of 
continuity  (eg.  recurrent,  persistent)  or  if  clearly  related 
to  a  previous  visit  for  a  condition. 

Acute  conditions  are  considered  nevi   episodes  v;hen  there  is 
no  indication  or  mention  of  continuity  and  given  the 
clinical  nature  of  the  disease,  sufficient  time  has  elapsed 
since  the  last  contact.  The  timing  of  the  clinical  course 
of  the  disease  requires  medical  evaluation  and  should   be 
verified  by  the  medical  staff. 

CHRONIC 

Once  experience^  all  subsequent  contacts  for  the  specific 
condition  or  complications  arising  from  the  condition  are 
related  by  service  morbidity  nimiber.   If  completely 
corrected  by  surgery  and  subsequently  recurs^  a 
chronic  condition   is  treated  as  an  initial  contact 
and  related  by  service  morbidity  n\imber  to  the  original 
episode  number. 

New  members  enrolled  in  the  study  v;ith  previously  established 


chronic  conditions  diagnosed  outside  Kaiser  are  recorded 
initial  episode  for  first  contact  to  Kaiser.  New  members 
enrolled  in  the  study  v/ith  conditions  documented  in  the  Kaiser 
medical  record  before  the  patient  was  included  on  the  study 
will  have  a  continuing  episode  number  to  the  day  before  the 
start  of  their  inclusion  on  the  study.  With  the  terminal 
digits  01  for  the  first  such  disease,  02  for  the  second 
such,  etc.   Thus,  for  a  patient  added  to  the  study  on 
2-1-68  and  having  a  continuing  morbidity  (froin  data  documented 
in  the  Kaiser  mf^dical  record)  would  be  recorded  under  episode  as 
1-30-68  01,  or  1-30-68  02,  etc. 
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Episode   (col.  46) 

Episode  pertains  to  initial  visit  or  continuing  visit  for  a 
morbidity  or  condition.   Initial  visit  may  be  related  to  a 
service  morbidity  number  which  is  defined: 

The  episode  service  morbidity  number  is  the  date  for 

the  first  time  a  morbidity  or  condition  is  diagnosed. 
V   Several  morbidities,  conditions,  and  complications  from 
.:«;;•  a  previous  coded  morbidity  are  related  by  the  Episode 

Service  Morbidity  number  being  the  same. 

A  continuing  Episode  will  always  have  a  service  morbidity 

number  recorded.  • 

Not  all  diseases  and  conditions  are  considered  Episodic  in  this 
study. 

Episode  -  Predating 

All  conditions  diagnosed  in  the  medical  record  before  the 
patient  became  effective  on  the  study  will  be  pre-dated  to 
the  day  before  the  service  effective  date. 

■■   -■■■■'■     '    ■  ■      h)      ■    ■■••■■■-/ 

A  patient  became  effective  02-68  and  has  two  continuing 

morbidities. 

Predate    DSN  MN 
First  Predated  Morbidity       01-31-68   0-1 

Second  Predated  Morbidity      01-31-68   0-2 

Third  Predated  Morbidity       01-31-68  0-3 


'J 


'j>     ' 
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If  the  Service  is  related  to  a  morbidity  that  originated  in 
the  hospital,  the  Episode  service  morbidity  number  refers  to 
the  hospital  admission  date  (DSN  will  always  be  0) . 


Code  Number  Episode 


Definition 


Oi 


? 


Initial  Visit  Code  Initial  visit  for  the  first 
•  .  occurrence  of  a  new  condition  or  the 

•'■-■'      first  appearance  of  a  complication. 

..  Recurrence  of  an  acute  condition 
•  .  after  3  months  will  be  considered  a 
New  Episode  (initial  visit) . 

Upper  Respiratory  Infections  (URI) . 
will  be  considered  a  new  episode 
(initial  visit)  if  clearly  recurring 
after  one  month. 

Acchronic  Disease  corrected  by 

Surgery  and  repcc'urs  after  patient  ^^ 

was  observed  for  this  condition  becomes 

a  new  initial  episode.  >;,t^- ,//i^.  5=,}^'-  'riicn  C^-, 

Obes'ity  ahd~'Pre*gnancy  will  not  be 
considered  as  having  the  same  episode 
morbidity  number,  but  as  having  two 
distinct  medical  conditions,  unless 
it  is  clearly  obesity  of  Pregnancy 
which  will  be  related  by  the  same 
episode  no. 

Do  not  relate  Eye  Diseases  (381-389) 
to  Refractive, Error  (380). 

Code  for  a  new  occurrence  of  a  previous 
coded  morbidity  and  record  the  date, 
DSN (Day  Service  No.),  and  MN  (Morbidity 
Number)  for  that  previous  coded 
morbidity. 

•  •  •      ,  .  .   . 

The  episode  number  for  complications 
of  a  previous  coded  morbidity  will 
be  coded  the  same  for.  .all  subsequent 
services  for  this  complications. 


/ 


Initial  Visit 
and  related  to 
a  previous 
episode 


A  **y 


^==   *y^7— 


Initial  Visit  and  Related  to  a  previous  Episode 
Relate  the  following  conditions  when  they  occur  together: 
Coryza 
Rhinitis 

Sinusites  '        '• 

■  .  Otitis  Media  .';      "/'^ 

i   Pneumonia  •  "'f  . 


Adverse  Effect  of  a  drug  is  related  to  the  morbidity  for  which 
the  medication  was  originally  Rx. 

A  distinct  disease  such  as  gout  may  be  produced  as  an   adverse 
effect  of  a  drug. 

Presenting  Morbidity      Associated  Morbidity         ■'  . 
Adverse  effect  of  Darug  Gout 

The  presence  of  the  same  episode  number  will  show  the  connection 
between  the  two  morbidities . 

All  Services  ordered  from  a  previous  visit  will  be  related 

in  episode,  '  -'  .     .."  '■>'-.'?     ' 


Immunizations  ordered  at  the  time  of  a  Physical  Examination 
will  be  coded  initial  visit  and  related  to  the  episode  number 
of  the  P.E.  .       ' 


When  an  immunization  is  given  yearly  after  the  initial  series 
code  intial  visit  and  relate  to  the  previous  morbidity  number 
for  the  immunization. 

If  the  ICDA  code  changes  from  an  initial  or  continuing  episode 
for  a  Eye  Refraction  then  code  initial  visit  and  relate  to  the 
previous  refractive  episode  (prior  to  10-09-58  eye  refractions 
were  coded  continuing  from  the  initial  episode) . 

Pregnancy  at  Term  should  be  coded  initial  visit  and  related 
.  to  Prenatal  Care  Episode  Number.  •  .  '  ■  .  ■  ■ 


Infected  Skin  Lesions  are  coded  by  listing  the  primary  Skin 
disease  as  one  morbidity  and  pyoderroa  as  a  second  morbidity. 
These  two  conditions  are  related  by  having  the  same  episode 
service  morbidity  number.  . 

Dx  Infected  Sebaceous  Cyst  •'"■■. 

Presenting  Morbidity; 


Morbidity  Name 
ICDA  No. 
Episode 


.ffebaceous  Cyst 
714.2 
Initial  Visit 


Associated  Morbidity; 

Morbidity  Name    Pyoderma 

ICDA  N.  69s. 0 

Episode  '         Initial  Vj 

&  related 
Sebaceous 
Cyst 


Continuing  Episode 

If  patient  is  returning  for  Secondary  Infection  (Pyoderma) 

then  code i      -  , 


•  ■ 


!• 


Presenting  Morbidity 

Pyoderma 

698.0  .      ..... 

Cont.  Episode    same 


Associated  Morbidity 

Skin  Disease 

714.2 

Cont.  Episode 


i.-cb''--,/ 


'J  •  ' 

>•    '  «    a. 


.  .  1  ,  ..  .■  - ,  I  ' 

f'.'r.    .     •'  ■   li  !' 


Code  Number 


Episode 
t Continuing 


ti .» 


). 


i  - )). 


i.j 


.  (  \i'.   ,J  l,-.i 


)|  ;i 


>l  >■ 


>C  •  .1    >■■ 


Definition 


i  }  ) 


Once  the  patient  has  experienced 
^  disease  then  all  subsequent 
services  for  that  illness  or 
condition  and  all  complications 
arising  out  of  that  illness  or 
condition  (after  the  initial  visit) 
are  to  be  recorded  as  continuing 
episode.      ■  ,   •  .■'■>■.'■ 

Code  continuing  episode  when  the 
condition  has  been  diagnosed  from 
a  previous  service  recorded  in  the 
medical  record. 

Code  continuing  if  the  condition 
is  updated  from  a  previous  service. 

Code  continuing  if  the  Physician 
characterizes  the  condition  in 
terms  connoting  continuity  such 
as  "recurrent"  or  "persistent". 


Coninuinq  Episode 

If  the  first  service  for  a  morbidity  is  by  phone,  then  the 
first  physician  visit  is  to  be  recorded  as  continuing  with  the 
same  service  morbidity  number  as  for  the  initial  phone  call 
(Item  F  -  code  #9001  primary  procedure  number  for  the  initial 
office  visit) . 


Some  I. CD .A.  Diagnosis  will  change  because  of  a  change  in  the 


(• 


clinical  status  of  the  patient  rather  than  in  a  basic  change 
in  the  Physician's  perception  of  the  illness. 
Example : 

Congestive  Heart  Failure  is  a  state  of  actual  congestive 
failure  at  the  time  the  patient  was  seen.  On  subsequent 
visits  it  may  be  that  the  C.H.F.  is  no  longer  present 
..^  although  the  patient  requires  continuation  of  the  medication 
previously  Rx.   The  IvC.D.A.  will  change  from  434.1 
.  (CHP)  to  434.8  (Compensated  CHF) . 

The  episode  will  be  continuing  from  the  same  service  morbidity 
number  as  coded  for  C.H.F. .  . ". 


Myocardial  Infarction  is  ICDA  coded  420.1.   At  some  point  after 
convalescence  the  ICDA  code  changes  to  420.2  (healed  Myocardial 
Infarction) .   This  will  occur  when  the  physician  instructs  the 
patient  to  return  for  his  next  visit  in  more  than  a  one  month 
period. 

A  series  of  immunizations  stemming  from  a  single  visit  will 
have  a  continuing  episode  with  the  same  service  morbidity 
number.  '  .   •  >     . 

Code  Number     Episode       Definition 
9         Inapplicable 


n 


MORBIDITY  AtTD  ICDA  CODS 


A  Morbidity  of  Pelvic  In£laminatorY_^i3ga5^  (P.I.D.)  treated  with 
4.8  million  units  of  a  penicillin  and  also  a  Rx  of  Benemid  should  be 
coded  Gonococcal  inf^ctiop  0?0.0,with  a  T^ITATiysL  .qt-af-ng  of  Diagnosis, 
Update  morbidity  on  basis  of  lab  report.  /12-18-74 


Ocular  Hypertenaion  387.4 

Ocular  Hypertension  should  be  coded  Glaucoma  if  treated. 

A  morbidity  of  Suspect  Glaucoma  should  be  coded  Ocular  Hypertension 
NOT  GIAUCOiMA.   12-18-74  ~^  ! 


INTER-OFFICE      MEMORANDUM 


To  Dr.  Hurtado  MD 

^^  Sunnyside  Medical  Center 

Copies  to 

File 


Date         12-14-75 


From 


At 


Mary  Ellen 


Regional  Facil; 


Subject 


D0CUM3NTATI0N     -    OUTPATIENT   STUDY 


<e 


Patient  is  on  diuretic  for  Hypertension.   Hypokalemia  shows  up  on 
lab  report.   Physician  calls  patient  as  a  result  of  lab  result  and 
gives  Rx.'  ..   .;  ■   ■.  '   [:  .;■;■:.  ■.•^:.-    -.. . ;   -  ;'/■.    ■-  ■  ^'..  . 

Code  Associated  Morbidity Hypokalemia  (Tentative) 

Procedure 1111  (Dx.  made  from  lab  result) 

Symptoms .A950  (Non-Allergic  Adverse  Effec 

.  A960  Service  Effective  01-74 

'■    NOTE: 

Prior  to  01-74  we  coded  E904  for  Non-allergic  A.E.  of  drug 
for  Hypokalemia. 


A  patient  is  seen  for  a  cut  wrist  as  a  result  of  Suicide  Attempt. 


Presenting  Morbidity Cut  Wrist 

Associated  Morbidity Suicide  Attempt  (324.9) 


INTER-OFFICE      MEMORANDUM 


,'"'**     Research  Employees 
«•'"^    AT     Regional  Facility 

c 

-^^ Copies  to 


Date  5/8/78 


ii 


From 


At 


D.ianne 


Effective  May   4,    1978 


Subject 


Process  of  OM  -  If  you  have  a  Dx  of  Om  (  391.9  or  391.3  )  and  it 

becomes  a  Serous  then  continue  391.9  or  391.3. 
Do  not  code  Serous  (  391.0  X  initial  relate. 


-Recurrent  t^* 
Chr.  OM  - 


EXAMPLE : 


within  2  year  period  -  relate  back  to  the  date  the 
Dx.  v/as  first  acute.   All  of  those  inbetv/een  v/ill  be 
initial  related.   If  recurrent  and  you  have  an  acute 
initial  relate  to  the  recurrent  forever  unless  there 
isn't  one  for  2  years. 

If  a  patient  is  being  carried  for  Chr.  OM  and  the  chronis 
clears  no  longer  carry  Chr.   If  the  Chronic  is  carried 
and  no  clearing  inbetween  continue  the  chronic.  (^6:0 C^^tHC 
If  a  Chronic  is  being  carried  and  there  is  an  acute   0 
OM   initial  relate  to  the  chr.        ' 

If  a  patient  comes  in  with  LOM  and  is  told  to  return 
for  a  followup  and  upon  the  follo\7up  the  patient  now 
has  ROM,  drop  the  LOm  and  carry  the  ROM  initial. 

Relate  colds  to  the  Chronic  and  Acute  OM's. 

If  Som  become  Purulent  the(\  initial  relate. 


^M      U^ 


INTER-OFriCE      MEMORANDUM 


Senior  investigators,  research  assistai^, 
^  ^'^    data  procpssing,  etc. 


D^^e  -  30  July  1974 


'    Research  Center 

COPirS   TO 


f^o"        Debbie 


At 


Subject 


Study  1:  Episodes  and  How  to  Deal  v/ith  .Them--A  Guide  to  the  Perpi exed 


Don  has  asked  me  to  send  this  around  to  all  of  you  v.'ho  v/ill  be  including 
episodic  considerations  in  present  and  future  studies.  It  is.'.a  basic 
explanation  of  how  and  v/hy  episodes  are  coded,  and  hv-i   to  interpret  them, 
written  by  Mitch  and  -lav  Glasser.    There  will  be  a  prize  for  the  first 
person  who  can  follow  Example  3  through  to  the  bitter  end. 


(1-    " 


-(. 


t^  X ,. 


f>^--''^  —^   w-'-w  ^yv^'ut-^^') 


J.  ^.. 


r^. 


\J'f^.'.-t     -V^'-*— '' 


C^Ct; 


--v^C 


tA~i      O— V  » 


^ 


J 


/"fV- 


^^  ey^.^.^/^^^ 


cJ^'d'\S.   .x-^^-^.  -^■'--?--  ,  xv^^..^-^^;^C■'•l--^._x.■-/  ^"..,  ,^v^-Ct-.  yy^lc^'^'tfi    O- 
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*, 


Check  Procedures  Related  to  Specific  Users 

One  general  problem  alluded  to  earlier  concerns 
data  recorded  on  the  master  tapes  at  Portland  and  the  vari 
abstracted  from  then  for  specific  r^jscarch  purposes.   For 
stance,  a  situation  arose  on  one  tape  request  when  the  res 
tion  of  a  full  year's  membership  in  the  Plan  was  applied. 
file  that  was  provided  excluded,  by  definition,  all  Plan  m 
newborns  for  that  period.   Such  an  occurrance  well  illustr 
both  the  need  for  checking  procedures,  and  the  importance 
data  request  procedure.   Errors  are  inevitable,  but  rather 
embarrassing;   an  efficient  data  request  procedurjc  should 
minimize'  thenx.  ~~rt~  is  in  this  sense  that  "reliability"  wa 
expanded  to  consider  the  entire  data  system  process. 


the 
abj.es 
in- 
tric- 

The 
ember 
ates 
of  "a 


as 


In  summary,  we  have  found 
quality  in  terms  of  the  final  data  s 
usual  problems  with  large  data  files 
encountered.  The  system,  therefore, 
evaluated  without  keeping  botli  of  th 
It  is  extremely  important  to  produce 
examples  of  the  use  of  the  system  be 
nature  of  each  individual's  memory. 
documentation  of  specific  aspects  of 
an  overall  improvement  in  the  genera 
the  entire  system. 


the  data  to  be  of  good 

et  received.   However,  tlie 
and  a  complex  system  are 
cannot  be  appropriately 

ese  dimensions  in  mind, 
written  documents  and 

cause  of  the  perishable 
A  cum.ulative  record  and 
the  system  v;ill  result  :.n 

1  retrieval  qualities  of 


V 


'An  Introductory  Guide  to  Understanding  the  VJay  anc?  Indi vidua!  '  s 
-Utilization  Pattern  is  Linked  Across  Rec crds  m  the  KaiTer 
Data  Files  ~~ — :~-  -  ..  - 


infopij^atior 


Kaiser  data  syst 

_tof^£iJj^faTeII^as 

_2 at ipji_q u e s t i o n s^ .      Studies   on 

-dxse a se__sxiidrpTne    in   time,    cro 

rin  defined_^jjbgr^ugs  ,    and   an 

R£ScrniI^^aTe~^ex^mpl^  s 


requires  dcta  of  a  particular 
solely  to  support  these  and  o 
structured.  The  data  system 
to  put  the  system  into  perspe 
t^^ilUistrate  the  structure  a 
ofaiTTncnrv  I  ci  u  aT^"s~T[Til-tx;rtT"a 
■"system. 


em  h^s__be.ejL--s4:xuctjjred   to  provide 
eaxch__cn   a   divej;se   set    of   utili- 
the    etToTggy~of   a   particul"aF 

s s    sectTonaj.    studies" 

JjTd  JA^rdirO^"^X~tot        u  t  riTzatTon 
dITferinc   per"spe"ctiTes 


"on   utilization 


nature":       riTe~cIa:ta  sysTtrm.  exists 
ther   studies    and   the    files    are   so 
is    complex.      The   rationale   helpf. 
c t i ve .      This    expos itj^on__is__as_si  rrif^rl 
nd    its    reiatiorr  to  TlTe    trackijig 
TT7^xp'eiT:elTce~TJTrwgh~Th i s    record 


^ 


c 


.,  t  . .-,  .w  -  •  •   .     , 

;v  'i  .     .        ♦  ,   •      .  -8- 

'm    ■■  ■■  ■  ■  ■ 

^'  A  method  of  such  linkage  is  provided  for  in  the  Kaiser 

files,  but  the_  ability  to_tXiULe__a_j3,aJli_entls  records,  disease 
bx_  dise_as^_jjver_  time,  is_crucially  dependent  on  a  thorough 
.  understanding  of~theseeleinents  of  coded  data:  ^ 

1)  Date  of  Service  ^(D.S.  •  ..  .,  ■  .  .-   '  '.   • 

^T3E$lSIS.ervi£e~l^im       .S.tf)  '  •'.-.■ 

5r'MorbidTt7~l^uiD¥Fl^  •  "  '   .  •   _      .    '         :     ^: 

^3I^£e£entTng_oi^As_soci^^  .  or  A.M.)     •  '  * 

5J  UpdatedlTresenting  or  Associated  Morbidity  C  U.P.orA.MTl 

TjService  Morbidity  Number  (S.M.tf)  v  •:■■->.■  ■   •. 

The  mte__of  Servi.ce  is  in  YYMMDD  format,  "and  specifies 
the_date  the  services  noted  on_a  particular  record  v/ere  ren"dcrfea. 
In  this  context  a  '^ervfce^^^couTJ^be  anything  from  a  letter,     ' 
phone  call,  a  change  in  medication,  to  an  actual  surgical  proce- 
dure, 

.  ^   ,    Xhg-,PgX!s_Servi_£g_iiijmbeiL_is__^^  number  ' 

v;ith  these  meaning-s:       •  .         '  ■  . 


o  ■ 


1~5    .     identifies    the    ordinal^  number   of   the    service    rendered    to 
;  •  "Ore~p^ieirr"'oh~~Tirar~dav^  ~  :     ~ ~~ 


^       j^^[lZsi_cian_JJ3-s    cancelled   appointment 


-    7 


patient   failed   to   keep   scheduled   appointment. 


B       patient  has    cancelled  appointment.  *     "  •■  .  : 

^   ._J;Jien  Form  A    (primary   outpatient   source   document)    is   used 
for  jn^afTent^TgmrssTon   to   13ess"lCaiser~TIospltal_Qx_£_.C.^. 

vJ\.  PxjSLSjmHing  Morbidity    i  c;    th^^t.  v;hich   brought  :the__  ' 
patient   into    the   contact  v.-ith_j:he   system,    and   is    entirely  dep e n - 
dent   on_  the   patient 's..percepU^on   ojhis    own   health    status.  -JT" 
■vH-il°l-£PilI16.9^Qd,    tlien,    t(raH)r~orderi;na    ot    !J_s e iToirsn"ess2]2!oj    ' 
i  y^n^_s..,__jijid_jji_j^  rospectca^^  .      An  "AsFocTa  ted 

%lbjjdit>^J_s_j^y_ojtKer"~c^  e d   during'  tKe  _same   visTtT 

The  ,recognltu^on_jind^""or^  As'so'ciated  TlorbrdTrri"s 

is    tJiex£jLQXS-J33^]£Jadei]j^j:Lii_^       physTcTan's   per^epTion   6T  and  ~ — '" 

regard  for   such   conditions.         '    '.         r~  — 

.,r:*>?^*.  .  .  •  ■     :•    _ 

.  The  Morbidity  Number  recbids  those  data  and  the  codes 
are:  .    .   •    . 

1  Presenting  morbidity         '  :        '         ';  •.  •"' 

2  First  associated  morbidity     .  • 


X 


-9 


Second  associated  morbidity 


9/-     Eighth  associated  morbidity     •    ..  .   . 

6     Did  not  keep  appointm^ent        *       .  .'   .' 

The  Presenting  or  Associated  Morbidity  names  v 
International  Classification  of  Diseases,  Adapted  or  the 
Project  Symptom  Codes,  the  specific  morbidity  bein^  item 
a  particular  record.   If  the  Morbidity  Number  is  "•!",  th 


Number 


is 


)eing   document ecT    and 


then_tne^FilFsT~7;sToc^ated~^lorbidit- 
soon. 


ia  the 

Kaii:er 
ized  in 
sji_th_e_ 

Morbi- 


■      ■     ,   ■     Jll£jjP^atedJirg.s_£^ryji^   o_r  Associated  Morbidity  fol- 
lp3i5_the-_sa;a^_sxuiiua£_ai;_tlLe_J^re^^                                                  i^"d  i  t  y 
but_r£Xiojid.s,,a_chana_e    in    t h e __ori ginaj^^^dia ono s i i^      rTTi^T^i^K^  * 
an  update    in   the   judgment   of   a  medical    condTQon,    usually   to    a 
more   refined   or  precise   statement   of   the   problem  based  on   tests 
1-urther   examination,    or   subsequent  medical    evaluation        It    is      * 
Hiport3t_to_jiote_Jiexe_jaiaJ^^  hov;   many   updates    o'^HIF" ' 


neTUrerth 


or_igi 

of  recvaluaticn     is  ever 


i-eilotajyxin_of_j_he 
lost    from   a  pat j. e ri t  ' s    r'e'cords 


ondition,    nor    tlie    ch.-iin 


''     "          •     The  Episode    code 
possibilities;' 


2^  is    a   sin^jle-digit  number  with  these 


Initial   visit 


2  0?ntinuing 

3  Inapplicable 


and  refers  only  to  the  morbidity  being  documented  in  that 
record.  • 


•  ^recurrance^  of  an  acute  condition  v/ill  be  coded  "1"  if 

'|-^-^^-J^li^-iii±Jii:e_or2rh£-con^^ 

between    th_e    ant i cedent ~ 

^an 


ren^e_iifL.._ajT_j^cute_rj2AdJ-^^ 


and~prescht   vis  1 1 .      "In~li"eneral ,    recjr" 
^nonTIis   will    be    consid'ercTi 


^ -4g^L-£Pi££i^^-^-^DRUi>>    however,    wil.L   be    considered  a  ^^[^TT^sode 
clearly   recurring   after   1  month.  .        '•        . 

£gr_^e_several    diseases    d6f-ned_as    chronjc_hy    the    Kaiser 
C  P  o  r  t  la  ndJ_standarls^,__o^^ 

lecorued  ^a-s_  2    .       If   .i    rhmn-,.-   ^.e^,.„    i^_^ojTVDl.etel>i_cori'e cTed 

CO  )i  s  t  it  uj:  OS "■  T]3lH331^'a\ 

f    the   previous 


If   a    chronic   disease 


J?'-?^^  ^Z  £iy_?Jld_^ie  ciirrs-r-tha  t:_xe(;  u  v  r  o  n  c  e 
^episode  j;-;rj_,    but__the    Serfice   Mo^7bTdiTFT.^-.'b-r   o 
occur  ranee    is    recordedT~" '       — ^ 


A". 


..-ic- 


\ 


is   thFM^J4lf4'Ft-MlrSr^l^^^.^^'^^^ii^^=   construct 


that 


rvice   N^inberof~the~~iirtri 


;ho 


-Si_ 

Jlorbidity   .dumber   of 

DIGIT  CONTENT 


.n 


J:ElszozriTt 


a   record  ,      the   Daj^s 


thcP 


^_  v-isi£_for    thajLjnorbi'ditv,    and    the 

initial   yisirToi^    that   morjjj_dj>^ . l-]r^ 

^is    eigTir^igits    long   in    this    format: 


1-6 
7 


initial  visit_for  a  morbidity. 


t-}.B 


^ 


MiMDDYT^ate   of  Service   o£ 
:^^rB^SorviceJiu:nheT  of   initjal^^visit^fo^  thlTi^orbi^^ 


.-I-'^'l!!;?  J"'^^   first   began   to   construct   thes 


^^^Y  the   Service  Morbidity  Number   for   th- 


V 


morbidity  was  coded  99999999 


initial  visit  foi 


e   records. 


a  new 


As    of  October   1968,    however,    the 


-SJvMLJbegan    to   be    coded    ;,rtT;.        .        '^^^o^er   1968,    however,    tl 
same-  information   found   earlier  in^hrsaM^'reco^d!  "'"''   *'" 


-p ar td cu  1  a r-  mo r b  J  djt 
jndrFiditv.    and   can   hii 


-  r 


i'OCUi  tii> 


service   for   a 


n^e^J^inked    to 

^f  o  1  lo:^-QA^ovcr_Jjjp^eJ^^ 


the   .irnLtjjT;;ser-ri]ce    for-  iiiat 


Episode   Numbe^^ — u^;Tr^    v ;^k  •  V; "^"^-^ 
ri^^brrT^^^'    ^-HH£^-3oi:bidity   Code,    and  _Se72iI£M^^bTdit^^- 


# 


^.JJ"^   r''^""  elements  appear  in  the  Outpatie 
same  order  as  tney  are  liste^ above 


-m'the 
columns  lengthwise  across  the 

ELEMENT 


in  the 


page 


Date  of  Service        ■  .;.    - 

Day's  Service  Number  .'     .;   .      '   • 

■Morbidity  Number       ■  •  ;."       :• 

Presenting  or  Associated  Morbidity 

Updated  Presenting  or  Associated  Morbidity 
Episode  ^^^<j.xL.jf 

Service  Moibidity  Number  '  ■  '. 

•.   .  A.  schematic  of  them  v/ould' look  like  this: 
».S.    D,S..^  .   M.#    P.  or  A.M.    U.P.  or  A^M. 

c^^    I   ^iease  remember  that  each  r^-cord  bc^i-i*;  vi 
Set  number  and  an  \\?ro   nurbor  -^^d    r-m  r[^"  ^  • 
two  .ull  Jines  of  standard  computer  print-out  na^er 


nt  Re 

cords 

indicated 
• 

COLUMNS 

29 

34 

35 

.■ 

36 

.■* 

46 

SO 

52  • 

56 

57 

58 

65 

S.M.> 

th  a  Data 

numbers 
We  are'- 
variablos 


t 


•  •  • 

Example  1  •     •   • 

*"  '  .  *       ^- 

^  .  .^.  For  openers,  the  representition  of  the  record  for 
the  initial  visit  for  measles  (85.0)  on  July  12,  1968  would 
look  like  this:  • 

i«0?i2   ^°-f-^)  (^-^^   (P.  or  A.M.)   (U.P.  orA.M.)   '(£.)   CS.M:^) 
^^^^^2     ^      i   •   •  0850  0850         1    0712681: 

nfthP^^Tf'  ^^^^-S^  formatsof  the  D.S.  and  date  section 

o±  the  S.M.i  are  different.  .  ~  •: 


s 


nnlv  fn^  tJf  ^^^  patient  returned  a  week  later  and  was  treated 
only  for  the  same  case  of  measles,  the.  numbers  would  be: 

680719     1   -   1      .0850  ^       :   0850    '     .    2  .  071268n 

.  Notice  that  the  Episode  code  now  indicates  a  continuing  ep^* - 
sode,. and  that  the  S.M.#  refers  back  to  the  initial  visit  foi 
this  morbidity. 

•  »  .      '•-...■. 

If  the  patient  returns  three  days  later  because  of  r on- 
specific  tonsillitis  (430.0)  and  then  was  examined  for  his  meas- 
les, cjie  recoras  would  read: 

680722.    1      -1     -4730  4730         1;   07226811 

680722     1      2       '0850  0850         2    07126811 

The  D.S. if   would  be  "1"  on  both  records  because  each  record 
-would  docum-nt  only  the  first  service  performed  for  each  morbi- 
dity.  Second,  third,  etc.  services  would  be  likewise  documented. 
The  measles  E.  is  again  "2",  indica.:ing  a  continuing  episode 
,  tor  that  condition.  .  , 

Examp  1  e  2  "    .   ■   .;.•.•    •      .    "    \-  ■']  _.   ^  . 

...  A.pitient   arrives  on  August  7,  1970  to  be  treated  for 
a  stroJ^e  of  unknown  origin  (335.1);  his  record  is  : 

^^^^07     1      1       3351-     -.    3351     ;    1  ;'•  08077011 

■.After  some  tests  later  that  day,  it  "is  determined  that  the  s croke 
was  caused  by  an  hemorrhage  (351.0)."  The  patient's  record  is  tlien 
changed  to:  .  v.  ^n 

-  ^^^^07    1  .      1-       3351      .   '   3310      .    1    08077011 

A  week  later  the  patient  returns  for  treatment,  and  the  reco-d 
rcaus : 


770714    1..      1       3310  3310 


08077011 


fe 


'  .  .  .       ••      '12- 

'"■•  •_  .*.■  *, 

The  U.P.M.  of  the  previous  visit  has  become  the  P.M.  for  this 
visit;  the  S.M.^,  however,  refers  Us  back  to  the  original  visit' 
for  this  ailment.  .    * 

/        At  a  visit  two  weeks  later  and  after  still  further 
'tests,  the  diagnosis  is  again  updated,  this  time  to  stroke 
caused  by  embolus  (332.0).   The  record  for  this  visit  reads: 

770828    1     :   1     '3310  .3320         2         Oi:077011 

■  .  •)  ■ 
and  his  past  records  are  updated  to  reflect  the  new  diagnosis. 
All  of  the  patient's  records  for  this  condition  now  look  like  this: 

.1       3351  3320       '  1  ;^;  08077011 

•    1       ,3310   .  '  ,     3320  '       2 -^fi  08077011. 

1       3320        ■   3320         2  08077011 


700807 

1 

700814 

1 

700828 

i 

Example 

3 

Multiple  services  for  multiple  conditions  generate 
somewhat  more  complicated  records.   Consider  a  patient  with  the 
following  established  conditions:      ■ 

'      •   -                  ■ 
"  ^ Condition ♦iICDA     ■    S.M.//     

^Pulmonary  Tuberculosis  ~"'- """  '  .  .  . 

■'-•  "active,  minimal       .        '  .  011.0       09146911 

Chirrosis  of  the  Liver,  .  •   '  ■      ' 

alcoholic  =   517.0-      09146912 


-In— other- words ,  -on  Sep-tember  14,  1969  the  patient  was  first 
treated  for  those  conditions,  tuberculosis  being  the  Presenting 
Morbidity  and  chirrosis  the  First  Associated  Morbidity.   On 
December  6,  1969  he  came  in  to  be  treated  for  a  sore,  inflam.ed, 
abscessed  toe,  diagnosed  as  celluli-;is  (681),  and  was  also-  •; 
examined  for  his  existing  condition;  the  records  read: 

-  ;^tu-^  ..  • 

691206  1  1  6810  -•  6810  6i^-r.  1  .  12066911 
691206  1-  2  •  0110  ••  0110  r^  2  *;  09146911 
691206    1       3       5710     ;      5.710         2    09146912 


^- 


-13 


During  the  examination  for  chdrrosis  a  condition  of  chronic 
appendicitis  (542)  is  discnA,4red,  generating .  this  record: 


G 


691206    1       4     /  5420  5420 

Surgery  for  the  app_(^^d/citis  is  performed: 
691206    2  •  /   4  /    5420  5420 


12066914 


12066914 


Later,  chemctheVap/  for  the  tuberculosis  necessitates  a  trip  to 
the  injection  clinic: 


691206    2       2       0110  .  .     .   0110 

and  therapy  is  prescribed  for  the  chirrosis: 


691206 


5710 


5710 


09146911 


09146912 


The  results  of  the  examination  of  the  celluitis  are  returned, 
and  tv;o  discoveries  are  made.  .  Firstly,  the  condition  is  present 
in  less  acute  form  over  most  of  the  patient's  lower  extremities, 
and  secondly,  that  the  cellulitis  is' directly  related  to  impared 
liver  function  caused  by  the  chirrosis.   The  Updated- Presenting 
Morbidity  then  becomes  682.9,  and  th.^  Service  Morbidity  Number 
is_  changed  en  all  appropriate  record.-,  to  relate  the  cellulitis 
to  the  chiriosis.   The^bscT'^^s  i?  drsinod  v.^d   this  l^s"*"  rc^c^'d 

now  reads: 

•  .       •         "         - 

691206    2       1       6810  6829 

All  of  the  patient's  records  for  that  day  read: 

6829  ■ 
.  0110 

5710 

5420 

6829 

0110 

5710 

5420 


691206 

'  1 

1 

6810 

.691206 

1 

2 

.0110 

691206 

1. 

•• 

3 

5710 

.  '"691206 

1  : 

•  4 

5420 

■  /691206  1 

2 

1 

6810 

.'  )  691206  ■ 

■  691206 
/ 

2 

2 

0110 

2  . 

3. 

.   5710 

(  691206 

2 

4 

5420 

m 


.      • 

2 

09146912 

i 

1 
2 

09146912 

t 
09146911 

2. 

• 

.  09146912 

1  . 
2 

12066'914 
09146912 

2.  ■ 

09146911 

2 

09146912 

2. 

12066914 

■ 

K  ■  .  '  '  '  .      ■ 

Thusly,  one  can  study  t}ie  histories  of  patient  conditions  or  the  courses 
of  physicians'  perception  or  treatments  over  time.  Liberties  have,  of 
course,  been  taken  with  the  time  frames  ai\d  the  medical  realities  of  tliese 
events,  but  only  for  the  sake  of  the  example.'; .  Some-day  multiple  ser^/ices 
for  multiple  conditions  are  complicated  and  intricate,  but  their  analysis  • 
is  illuminating  pursuit  and  well  within  tlie  iitructural  limits  of  the  ]Caiser 
Data  Files.  .       . 
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« 


s 
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Item  B 

Status  of  Diagnosis  (col. 41) 

Status  of  Diagnosis  pertains  to  the  Morbidity  Name  recorded 

in  Item  A  for  each  Morbidity  recorded. 

Code  No.   Status  of  Phy.   Definition 


Unknovm 


Tentative 


Established 


Inapplicable 


Code  unkno\'m  if  a  symptom  (T  code)- 
is  recorded  in  Item  A.   Code  the 
symptom  (T  code)  in  item  A  if  two 
or  more  diagnosis  are  ruled  out(R/0). 
Unlcnown  Diagnosis  (ICDA  No.  795.9). 
No  Disease  Present  (000.0). 

Code  tentative  if  the  Physician 
notes  the  following  terms  before 
or  after  the  diagnosis: 

Suspected 

Possible 

R/p  Rule-Out 
? 
All  new  diagnosis  made  by  telephone 
or  letter  will  be  coded  tentative. 
Functional  Diagnosis  except  non- 
organic will  be  coded  tentative. 
A  new  Morbidity  found  from  Lab 
or  X-ray  tests  will  be  coded 
tentative. 

Established  is  coded  if  the  Physician 
treats,  orders  Rx,  or  refers  patient 
(consultant)  for  a  morbidity. 
Code  established  for  the  following 
morbidities : 

Newborn 

Pregnancy  Delivered 

Postpartum  Exam. 

Social  Problems 

Rx  for  Beestings  Y02.1 

Inapplicable  is  coded  when  the 
ICDA  number  coded  in  Item  A 
indicates  that  no  morbidity  is 


^ 


jfctge  J  J 


(r 

)^        *       Inapplicable     present  which  includes  the  following 

^^  Pelvic  Exams 

Well  Child  Care  (V7CC) 

Eye  Refractions  &  Eye  exams 

Service  for  Oral  Contraceptives 

Immunizations 

Notations  without  a  Morbidity 

Phone  Call  without  a  Morbidity 

Letter  without  a  Morbidity 

Unknown  Morbidity  (000.1) 


d 


^ 


* 


CHRONIC  CONDITIONS 

The  following  conditions  are  considered  Chronic: 

Chronic  cystitis 
Depression 
''Neoplasms  (Malignant,  Benign,  &   unspecified) 
Obesity 
Diabetes 

Hypertension,  Essential 
Migraine  headache 


MED 
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TO:Episode  people 

From: Lee 

Re:  Revised  analysis  protocol,  based  on  ep.  meeting  discussion 

6/19/80 

OBJECTIVES  OF  PHASE   I   REPORT  •  -^ 

1.  Define  the  condition  which  you  are  analyzing,  and     explain  how  you  use  the 
concept  of  "episode  of  care". 

2.  Describe  the  population  being  analyzed.    (Age,  sex,  comorbidities,  etc.) 

3.  Describe  how  patient-relacod    ,  system-related,  and  physician-related 
variables  influence  total   resource  use  in  diagnosis  and/or  treatment  of 
your  condition. (Resource  use  refers  to  summary  measures  of  utilization: 
total   RVS  and  the  subclasses  of  RVS,  total   no.   of  contacts,  no.   of  clinic 
contacts.) 

.    This  analysis  should  include: 

— Bivariate  analysis,  examining  resource  use  as  a  function  of  each  separate 
patient/system/pliysician  variable.  Aims:   description  of  patterns  of  resource 
use,  isolation  of  key  variables  for  further  analysis,  and  clarification  of 
how  to  proceed  in  multivariate  analysis. Use  BREAKDOWN,  CROSSTABS,   PEARSON  CORREL. 
--Multivariate  analysis         Patient/system/MD  variables  should'be  independent 

•  variables,  with  total   resource  use     measures  as  the  dependent  variables 
in  AID  runs. 

4.  Using  AID,  identify  bundles  of  care  for  your  condition.    (Bundles  of  care 
refers  to  the  mix  of  procedures  --  lab  tests,  x-rays,  drug  orders  of  a  given 
type,  hospitalizations,  office  procedures,  office  visits--  used  to  manage 

a  given  episode.  These  should  be  the  procedures  which  were  counted  separately  as 
procedures  of  interest  on  your  episode  file.) 

5.  Using  AID,  John's  log-linear  multiple  classification  program  (hereafter  referred 
to  as  LLMCP),  and  frequencies  or  breakdowns,  describe  how  patient,  system, 

and  MD  characteristics  influence  the  likelihood  of  receiving  a  given  bundle 
of  care.   Bundles  of  care  may  refer  to  diagnosis" and/or  treatment. 

6.  With  the  help  of  a  memo  to  come  from  Jane  and  me  later  this  summer,  value 
alternative  bundles  of  care  in  dollar  price  of  the  bundle  on  the  market,   and 
in  dollar  cost  to  the  system  of  producing  the  bundle,  as  well   as  in  RVS 
units. 

7.  Decide  whether  you  recom,mend  your  condition  for  Phase  II  analysis;   a  final 
decision  will  be  made  by  the  team  once  all   disease  reports  are  done. 

8.  Outcome,  quality  of  care,  input  substitution  within  and  between  bundles 
will  be  discussed  in  a  general  essay,  not  handled  in  disease-by-disease 
reports. 


Cover  letter/summary  of  memo  2 


m 


Subject  ;  SUMMARY  OF  INSTRUCTIONS  ON  HOW  TO  HANDLE  YOUR  PRINTOUT 

Follow  these  steps : 
I— Upon  receiving  the  episode  printout,  examine  it  for  errors,  discrepancies, 
andmissing  information. 
II--Decide  v/hich  measures  of  resource  use  are  appropriate  for  analysis  of  vOur 
condition. 

1.  Will  you  examine  the  behavior  of  a  subclass  of  RVS,  such  as  lab  RVS,  or 
will  you  examine  only  total  RVS? 

2.  Will  you  examine  the  behavior  of  total  clinic  contacts,  or  other  counts 
of  the  number  of  contacts  (SCVARl-7,37) ,  in  addition  to  examining  RVS 
measures? 

3.  Will  you  use  rates  of  resource  use  or  total  resource  use  as  a  dependent 
variable? 

4.  Within  the  episode,  do  you  wish  to  examine  an  initial  workup  period  in 
..*...    addition  to  examining  the  entire  episode? 

^ 5...  Do  you  need  the  calendar  file?  " 

*   .   6.  Do  you  need  to  distinguish  between  new  and  continuing  episodes? 

III-Do  bivariate  analysis  of  the  data,  with  resource  use  measure(s)  taken  - 
-  .  .   as  the  dependent  variable(s),  and  with  each  patient/system/physician 

variable  taken  separately  as  an  independent  variable.  Use  BREAKDOWN, 

FREQUENCIES,  CROSSTABS,  AND  PEARSON  CORR  as  needed. 
IV— Do  multivariate  analysis  of  the  data.  Use  AID  to  exair,ine  how  patient/ 

system/physician  variables  interact  to  influence  total  resource  use. 

Use  AID,  with  resource  use  as  a  dependent  variable,  and  with  utilization 

measures  as  an  independent  variable,  to  define  bundles  of  care.  Use  John 

Mullooly's  log-linear  multiple  classification  analysis  to  determine  how 

patient/system/physician  characteristics  influence  the  probability  of  a 

patient  getting  a  given  bundle  of  care. 
V— Seek  other  data  which  may  be  needed  to  describe  the  population  and 

the  episodes  you  are  studying,  and  to  meet  the  objectives  of  the 

Phase  I  report. 


Memo  3  is  a  classification  of  which  variables  fall  into  which  classes: 
patient  characteristics,  system  characteristics,  physician  characteristics 
and  measures  of  resource    utilization.  It  is  a  follow-up  on  team 
suggestions  that  we  develop  a  common  nomenclature  for  variables. 


It 
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INTER-OFFICE      MEMORANDUM 

V 
To  Date 

At 

From 
Copies  to 

At 


/^^f^OZ.    ,P.  f 


Subject 


THE  GORY  DETAILS--HOW  TO  HANDLE  YOUR  PRINTOUT 


t 


I--UPON  RECEIVING  THE  EPISODE  PRINTOUT,  EXAMINE  IT  FOR  ERRORS,  DISCREPANCIES,  AND 
MISSING  INFORMATION. 

Look  for  these  possible  problems:  .,    . 

-Subtotals  of  RVS  do  not  add  up  to  total  RVS  . 

-Subtotals  of  specific  types  of  contacts  do  not  add  up  to  total  contacts--if  you 
specified  such  variables. 

-Duration  of  eoisode,  or  mean  number  of  comorbidities  per  contact  in  the  episode, 
or  other  computed  variables  yield  outlandish  results,  or  results  totally  unexpected 
from  inspection  of  the  contact  file. 
-Error  or  confusion  in  labeling  variables. 

-Failure  to  create  variables  which  you  specified  in  your  data  request. 
DO  be  sure  to  check  the  program  at  the  front  of  your  printout,  to  be  sure  that 
computed  varaibles  were  created  that  have  the  meaning  which  you  intended  when  you 
requested  them. 

Clear  communication  with  Marilyn  on  what  you  want  _"■  V 

when  asking  for  extra  episode  level  variables,  or  when  making  an  analysis 
request,  will  save  you  both  much  delay  and  toil. 

II-DECIDE  WHICH  MEASURES  OF  RESOURCE  USE  ARE  APPROPRIATE  FOR  ANALYSIS  OF  YOUR  CONDITION. 

.1.  Will  you  examine  the  behavior  of  a  sub-class  of  RVS,  such  as  lab  RVS  or  office 
procedure  RVS,  or  will  you  examine  only  total  RVS? 

Examination  of  the  share  of total  RVS  which  is  accounted  for  by  the  subclasses 
of  RVS,  variables  PCTLETT-PCTXRAY,  will  show  which  RVS  classes  contribute  most 
to  total  RVS.  This,  with  knowledge  of  medical  decisions  to  be  made  in  managing 
your  condition,  should  help  you  decide  whtcher  to  examine  only  total  RVS  as  a 
measure  of  resource  use,  or  to  also  examine  lab,  xray,etc.  RVS  subclasses. 

2.  Win  you  examine  the  behavior  of  total  clinic  contacts,  or  other  counts  of  the 
number  of  contacts(SCVARl-7,37)  ,  as  a  dependent  variable? 

If  a  disease  has  many  co-morbidities , the  chances  increase  that  services  performed 
at  that  contact  will  have  their  RVS  units  coded  to  another  condition.  This  may 
skew  total  RVS  as  a  measure  of  resources  used  in  managing  your  condition.  If  so, 
it  is  useful  to  examine  SCVAR2,  total  clinic  contacts,  as  a  measure  of  total 
resource  use  to  check  and  supplement  SMVAR49, total  RVS. Ask  whether  these  two 
summary  measures  act  similarly  under  the  influence  of  age/sex/morbidity  group/ 
other  patient/MD/system  variables  of  interest. 

3.  Will  you  use  rates  of  resource  use  or  total  resource  use  as  a  dependent  variable? 
If  your  disease  is  chronic,  with  episode  lengths  ranging  from  one  contact  to 
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Subject 


seven  years, use  rates  of  resource  use  per  unit  of  time  in  the  episode  as  your 
dependent  variable.  The  characteristics  of  your  disease  dictate  whether  you 
examine  RVS  per  week,  month,  6  months,  or  per  year;examine  the  DURATION 
variable  in  your  file.  An  acute  condition,  for  which  all  episodes  are  brief 
and  of  standard  length,  may  be  analyzed  using  either  total  RVS,  etc.,  per 
episode,  or  by  examining  total  RVS  per  week  of  the  diease  episode. 

,.-4.  Within  the  episode,  do  you  wish  to  examine  an  initial  workup  period  as  well 
as  the  entire  episode? 

Your  disease  may  be  one  in  v/hich  the  first  contact,  or  first  week,  or  first 
month,  or  first  year  will  call  forth  a  different  bundle  of  care  and/or  a  different 
level  of  total  resource  use  than  the  episode  as  a  whole.  If  you  have  medical 
reason  to  think  that  this  is  the  case,  you  should  ask  that  measures  of 
total  resource  use  and/or  measures  of  the  bundle  of  care  given  be  counted  sep- 
arately for  the  critical  period  as  well  as  for  the  entire  episode. 

5,  Do  you  need  the  calendar  file?  Applies  only  to  chronic  conditions.     " 


C 


Calendar  file  information  has  been  obtained  for  obesity,  depression,  and  hypertension 
Investigators  shquld  consider  whether  this  is  necessary  for  other  chronic 
diseases  in  Phase  I. Calendar  file  information  has  two  purposes: 

1.  Adjustment  of  rates  of  resource  use  per  episode  year,  so  that  this  rate  is  calculated 
only  for  months  during  the  episode  for  which  the  patient  is  eligible  for  Health 
Plan  coverage. 

2.  Determination  of  the  gap  between  the  final  episode  contact  and  the  end  of 

patient  eligibility  for  coverage  (if  this  occurred  on  or  beforeJ2/73) , 

and  determination  of  the  gap   between  the  last  contact  and  the  end  of  the 
end  of  the  study  period.  "        -  - 

6.  DO  you  need  to  distinguish  bwtween  new  and  continuing  episodes? 

Jour'^nyL^!'''"^  ''''°"  ^°  ^^'■"'^  ^^^t  3  Patient  who  appears  at  Kaiser  with 
your  disease  as  a  pre-existing  condition  will  get  a  different  bundle 

d  seaM  :L   hasV'ha^ril]"^^  h°'  '''   "^Z^^"  '°^^^°^^  elsTwithIhe  same 
^y^^se   Who  has  tnat  illness  diagnosed  for  the  first  time  within  thP  «;v^tPm? 
If  so  you  may  want  toget  a  list  of  cases  from  Marilyn  whTchw^llsplcfv  each 
^.    case  as  new  or  continuing.  You  could  then  check  this  lic;t  \^n^inci  thn    "^ 
mj        niorbi  ty  record  printout,  to  detemine  Shether'or'not'  e  elm   er'w  s  right 
hll^^'^'"^  '  V'/''  T'""^^   ^^  "^^  °^  3S  continuing.  (When  I  did  this  cheJk  for 
tf chang"ed°)'    """'   "''''°''  'P^''°'"  ''   "^^'^^  the  classific  t    n  ded  t 


r^ 


"^-  S2ninJy^?^f  ^  ANALYSIS  OF  THE  DATA,  WITH  THE  CRITICAL  RESOURCE  USE 

MEASURE(S)  AS  THE  DEPENDENT  VARIABLE(S),  AND  WITH  EACH  PATIENT/SYSTEM/ 
MD  VARIABLE  TAKEN  SEPARATELY  AS  AN  INDEPENDENT  VARIABLE 


Do  bivariate  analysis  of  resource  use.  This  is  an  initial  fishing  expedition, 

so  examine  either  total  RVS  or  rates  of  total  RVS.  If  you 

have  identified  one  or  two  other  critical  resource  use  measures,  use  them  too 
at  this  stage  as  dependent  variables.  ..         •    .  x- 

Below  is  a  list  of  episode-level  varaibles  which  can  be  used  as  independent 
variables;  choose  those  which  are  appropriate  for  your  disease  and  population. 
Each  subclass  of  your  independent  variables  should  have  a  population  of 
at  least  25  . .         -  „    _        - 

For  each  dependent  variable  that  you  choose,  ask  for  a  BREAKDOWN  run  of  that 
variable  as  a  function  of  these  patient/provider/system  variables: 
— -Agegroup  at  index  contact.  ""  ~--. 

Suppose  you  have  3  age  groups:  18-34,  35-49,  and  50+.  With  BREAKDOWN, 
you  will  get  the  mean  resource  use  for  people  in  each  age  group,  and 
a  standard  deviation,  and  the  number  of  people  in  each  age  group.  Use 
of  the  standard  deviation,  or  the  calculation  of  the  standard  error  of 
the  mean  for  each  age  group,  will  enable  you  to  tell  whether,  taken  alone, 
the  age  groups  you  chose  are  predictive  of  resource  use. 
POINTER:  You  may  be  undecided  whether  to  use  a  3,  4,  or  N-class  age  group. 
If  you  do  a  BREAKDOWN  on  the  two  or  three  age  groupings  that  you  have  in 
mind,  you  will  be  able  to  tell  whether  the  two  or  three  ways  of  grouping  by 
age  tell  the  same  story  in  resource  use  patterns. If  a  3-class  age  grouping  and 
a  4, 5, or  10-class  age  grouping  reveal  similar  patterns  of  resource  use  with 
age,  use  the  age  grouping  with  the  smallest  number  of  subclasses  for  the 
remainder  of  your  analysis. Likewise,  if  you  initially  created  only  1 
■  agegroup  varaible,  with  three  classes,  and  this  BREAKDOWN  reveals  that  two  adjacent 
■  .  classes  have  similar  resource  use,  and  one  is  significantly  higher  than 
the  other  two,  then  create  a  new  agegroup  variable  with  only  2  classes. 
One  class  would  be  a  combination  of  the  two  similar  age  classes  in  your  first 
agegroup  variable,  and  the  other  would  be  the  standout  age  class. 
The  rationale  is  that  the  analysis  becomes  more  tedious  and  cumbersome  with 
each  extra  cell  you  create. Creating  unneeded  cells  will  add  markedly  to  your 
workload  in  preparing  the  report. Use  this  BREAKDOWN  step  as,  among  other 
things,  a  way  to  cut  the  number  of  cells  in  key  variables. 

Co-morbidity  group.  ,    j  u-  u 

Be  sure  to  create  morbidity  groups  that  are  mutually  exclusive  and  which 
■■■  -.taken 'together;  include  all  the  episodes  in  the  population  you  wish  to 
analyze. Create  as  few  morbidity  groups  as  is  reasonable  for  your  set  of 
■.   episodes.  Again,  the  aim  is  to  cut  the  number  of  cells  you  must  analyze. 
—-Sex,  if  relevant  to  your  population/djstai*.  "~^.    - 

PCTPRES,  the  %  of  contacts  in  your  episode  in  which  your  disease  is 

■  the  presenting  morbidity  for  the  contact.  This  is  a  continuous  varaible 
which  should  have  its  values  grouped  into  classes  to  be  used  with  BREAKDOWN. 
This  same  advice  holds  for  other  continuous  varaibles,  including  others  such 
as  PCTLETT-PCTXRAY. 
— Presence  or  absence  of  symptoms  of  interest,  if  you  created  such  a  variable 
— Presence  or  absence  of  adverse  drug  reaction  in  the  episode,  if  you  created 

such  a  variable. 
— New  versus  continuing  episodes      ..'  -.•■....     •  -  ;   -    •-- • 


/v\eA\o  2.,p.v 


■"1s'chronicnr^U^n'^'n''n;  """^^er  of  corrorbidities  per  contact.  (  if  your  disease. 
IS  cnronicj  or  U50,  no.  of  comorbidities  in  the  index  contact,  if  your 
episode  is  acute.  ^ 

—Year  of  index  xontact 

""subc?alser^^^°"'  ^^P""^^^^"*  ^'"  ^PP'^oP'^iate  time  units  and  divided  into 

-— MD  specialty  at  index  contact,  if  your  disease  is  acute 

— MD  number  at  index  contact..      '         _..        '  .  :  :.~:.^v--"  " 

Under  certain  conditions,  this  can  be  used  as  a  way  to  measure  interphysician 
variation  in  resource  use,  Marilyn  can  flag  episodes  in  which  the  doctor  at 
the  indexcontact  is  the  only  provider  that  the  patient  saw  throughout  the 
entire  episode.  For  these  single-doctor  episodes,  a  frequencies  run  of 
variable  U16  will  show  how  many  times  each  provider  handled  episodes  of  your 
condition.  You  can  then  choose  the  specific  doctors  of  a  given  specialty 
!!   ^Dnrnl^nn  ^^  ^  ^"^  preferably  over  50)  cases  of  your  condition,  and 
T?  ^_^^^^'^DOWN  run,  using  those  doctor  numbers  as  an  independent  variable. 
Ihe  ETA-squared  statistic  will  show  the  proportion  of  the  total  variation 

in  resource  use  for  those  episodes  that  is  statistically  explained  by  the 

individual  doctor.  -^  .i  ■    ■ 

— MD  status  at  index  contact 

.—Specialty  over  the  episode,  (derive  from  SC.V.R19-SCVAR31)   •   -  -  

You  may  find,  that  in'SCVAR19-31,  most  MD  contacts  for  your  disease  are  with 
internists,  and  that  20?^  of  contacts  over  the  whole  episode  are  with  other 
specialties.  You  may  wish  to  ask  whether  the  mean  total  RVS  use  for  patients 
with  disease  X  is  different  for  those  who  saw  only  internists  in  their  episode 
than  it  is  for  those  whose  episodes  included  at  least  one  visit  to  an  MD  of 
another  specialty.        .  ^  -   •;♦•   i."-  '.  .;   -  .  ,i  .  .7,.;,-  ■.-•';;-■■?.- <.(j^"    •  •   ■■■  '■' 

— MD  status  over  the  episode  (derive  from  SCVAR  32-34) 

Here,  you  may  wish  to  ask  whether  mean  RVS  use  is  significantly  different  for 
those  whose  episodes  included  a  visit  to  a  consultant  than   for  those 
who  did  not  see  a  consultant. 

— Diagnosis  status  at  index  contact 

— Presence  or  absence  of  contacts  in  the  episode  for  which  the  patient  is    

ineligible  for      plan  covcrci^qc. 

— Percent  of  co.itacts  which  are  in  clinic  hours       .  

-  Here,  your  intent  would  be  to  ask  whether  resource  use  is  more  intense  for 

episodes  with  all  contact  falling  in  clinic  hours,  versus  those  which  had 

some  night  or  holiday  visits. Divide  this  var.  into  classes  to  use  it  as  indep.  var 
—Percent  of  contacts  which  are  regularly  scheduled. 

Does  it  make  a  difference  in  resource  use  whether  the  episode  include  some 

vs.  no  walkin  visits? 
— Presence  or  absence  of  hospital  admissions 
— Presence  or  absence  of  emergency  room  contacts 
—-Presence  or  absence  of  other  types  of  contacts  enumerated  in  SCVAR  1-7  that 

are  of  ibterest  for  your  disease. 
—Percent  of  episodes  with  YOO.O,  physical  exam,  as  comorbidity. 
—Presence  or  absence  of  special  types  of  provider  in  episode,  as  enumerated  in 

SCVAR8-15. 

— Presence  or  absence  of  different  types  of  orders  to  return  for  care,  as 
enumerated  in  SMVAR25-40. 


e 


- »  I  ■'.■■•        -- 

'   "uslna  BREaSown^'tm!'!'  f   '"'^f*!.""'  "^  variables  you  may  wish  to  examine 

using  BKEAKDOMN.  This  analysis  should  be  rapid  and  easy:  usina  these  results  '  " 

1-a  Sns'^;°."  "'i'  *''\P'-;«°"t  "f  episode  frequencies  you  wil  have 
fu?u?l'ana?ys?s?  ""'  "'"'^^  "'"*^^'"  ^P'^"^"  =^°"'^  be'dlscardedJrom  all 

:-  r^rrJ^s?^^  eSua'?!on'T/,t='J"'^ffD"t;:  ""'^^^^  ^^-^^  '^^^  -  a  multiple 
ep?sode  reIou"e'u°se°"  *'"'   ^"dependeni  variables  do,  and  which  do  not,  affect 

■  d?iv?dlf"i"""\"1-"-'"""-°-^ 

;o"use'r  t  f  iln  To  ?a  s  anJ"to  f  II?'  T   °f  BREAKDOWN,  as  stated  above, 

iXn^Li^^otcT  s?%  :?^f  V'°  ^^^^^ 

use  such  a^  nn  of  L     !°^  5°^^"^  ^^^^  "^°'"6  detailed  measures  of  resource 

?oi>t?bfs^&?;?ii^^^^^^^^ 

Further  descriptive  information  can  be  gotten  from  FREQUENCIES,  CROSSTABS, 
/and  PEARSON  CORR  runs. 

-IV. DO  MULTIVARIATE  ANALYSIS. — ' ' '  '  ' ■ 


A.  Begin  with  AID. 


,The  first  step  is  to  use  AID  to  show  interacting  effects  of  non-utilization 
patient/MD/system  variables,  as  named  in  Memo  3  and  in  the  above  section  in 
this  memo,  on  resource  use.  For  each  run:  .        ■:  '  ,  ■''■  '  • 

--choose  one  dependent  variable,  a  measure  of  resource  use 
—choose  up  to  36  independent  variables.  Be  sure  that  all  independent  variables 

are  independent  of  each  other. 
—do  NOT  include  'percent'  independent  variables,  such  as  percent  of  contacts   •^l^'^'M/ 

which  are  phone/letter,  or  percent  of  RVS  which  is  lab,  etc^^^^'i'-s  ^Mty  Klw?  a  s|.c^-^„'„.. 
—consider  v;hether  you  should  eliminate  continuing  episodes  from  AID  analysis. 
—decide  how  to  handle  episodes  which  may  be  truncated  at  the  end  by  the 
end  of  the  study  period.  If  you  decide  that  an  episode  of  disease  X  does  not 
meet  medical  criteria  for  an  episode  unless  it  lasts  over  3  months,  eliminate 
episodes  from  your  analysis  that  begin  after  September  30,  1973. 
— ;^c/ Yo*>^  (JiStfAS^/  ;  decide  whether  to  change  the  stop  rules  that  John 
used  for  hypertension  and  cycstitis. 

—be  sure  the  independent  variables  are  in  fact  independent  of  the  dependent 
variable.  •  c   ,..-r.  .   ■.  r  ^  •'  -, 

—state  continuous  independent  variables  as  categories.  Each  indep.var. 
category  should  have  at  least  25,  and  preferably  50,  episodes. 

The  result  of  this  first  run  should  be  to  isolate  which  patient/system/MD  variables 
affect  resource  use,  and  to  show  the  interaction  between  them. For  step  one, 
each  terminal  box  should  include  a  popualtion  which  is  relatively  homogenous      f 
with  respect  to  nonutilization  characteri sties, ov««i  w{+\,  rx.tftc4  -Vo  KVS".  -, 


(For  the  first  step,  patient, system,  and  physician  variables  should  be 
put  together  into  a  single  run.j  _ 

The  second  step  in  the  AID  process  is  to  use  it  to  define  bundles  of  care. 
"Tor  each  run:  " 
—choose  one  dependent  variable,  a  measure  of  resource  use. 
—choose  a  set  of  independent  variables.  All  these  would  be  utilization 
measures.  -Those  would  include  drug  classes  of  interest, 

lab  and  xray  tests  of  interest,  specific  office  visits  of  interest, office 
procedures  of  interest, presence  or  absence  of  specific  types  of  phone  calls' 
of  interest  (i.e. , drug-real  ted),  presence  or  absence  of  specific  types  of 
contacts  of  interest  (i.e. , hospitalization,  ERvisit,  house  call), etc. 

-Do  not  use  'percent'  variables.  Each  independent  variable  should  be 

^^ecific  and  medically  meaningful. 
\ 


N, 


The  result  of  step  two  in  AID  will  be  delineation  of  several  pathways  of  specific 
types  of  utilization,  as  shown  in  the  sample  run  attached.  In  that  run,  there 
are  6  sets  of  people,  each  with  a  distinctive  bundle  of  labs,  x-rays, 
and  clinic  contacts.     _._   ''*.:'    .    .-' ■    ..-,  tLr-i' .•  i'  r-  - 

Each  pathway,  as      in  the  example,  represents  a  bundle  of  care  . 

The  third  step  in  AID  analysis  is  to  determine  how  people  end  up   with  different 

'bundles  of  care. 

—John  Mullooly  is  preparing  a  log-linear  multiple  classification  analysis. 
Taking  the  patient/system/physician  characteristics  which  the  first  AID  run 
identified  as  important,  the  new  program  will  assess  how  a  patient's  possession 
of  a  g.iven  mixture  of  these  characteristics  influences  the  likelihood  of  ending  up 

"with  a  given  bundle  of  care. 

■—In  addition,  it  may  be  useful  to  get  a  FREQUENCIES  run  for  each  population 
in  the  final  boxes  of  the  AID  utilization  run.  This  would   yield  descriptive 
data,  with  which  we  could  compare  age,  co-morbidities,  etc.  for  the  people 
in  the  ..different  boxes. 


With  the  AID  program  and  the  log-linear  MCA  program  that  John  is  preparing 
we  are  not  likely  'to  need  multiple  linear  regressions,  ANOVA  runs  with 
two  or  more  independent  variables, or  large  numbers  of  CROSSTABS. 
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At 


Subject  ;  L^-g^  of  Variables  that  are  measures  of  resource  use.  These  are  summary 

measures,  not  tied  to  a  specific  procedure,  Wl^itUyoui  wsx   var(ej  hy  cii's^<3«. 


CXjNTACT  LEVEL—-  refers  to  thp  contact  frequencies  file  and  to  the  index  contact 
ulOl-total   CRVS  of  lab  procedures'         ' ^-■■"-  ""--^  -'-   -     -•-• 


C"_ 


U102-total   CRVS  of  xray  procedures 
U103-total   CRVS  of  surgical   office  procedures 
U104-total   CRVS  of  adult  office  procedures 
U105-total   CaVS  of  pediatric  office  procedures 
UIO6-N0.   of  special   CRVS  code(s)   in  the  contact(s) 

EPISODE  LEVEL 

SrWAR  41-No.  of  lab  tests  iy^^p^so^z 

SMVAR  42 -No.  of  radiology  tests  this  episode 

SMVAR  43-No.  of  drugs  ordered  this  episode 

SMVAR  44-Total  lab  CRVS 

SMVAR  45-Total  radiology  CRVS 

SMVAR  "46-Total  office  surgery  CRVS 

SMVAR  47-Total  office  adult  CRVS 

SMVAR  48-Total  office  peds  CRVS 

SMVAR  49-Tctal  CRVS  this  episode 

OFFICRVS-  office  CRVS 

LETTCRVS-  letter  CRVS 

PHONCRVS-  phone  call  RVS 

OVCRVS-  office  visit  CRVS 

OPROCRVS-  office  procedure  RVS  . 

HO.bP  ORVG  cAm  -  f^tvy  b<  *.  yox'»  *^ 

Note:  For  each  episode,  SMVAR44+45+4.  .,  -  .^  ,.   j.---=_iif^_sw« 
0FFICRVS=LETTCRVS+PH0NCRVS+0VCRVS+PH0NCRVS=SMVAR46+47+"5B 
SMVAR49=0FFICRVS+SMVAR44+SMVAR45 


file  that  is  on  your  episode 
printout, 


H6.47^48-49  Ml^.^^A  'J/jn ' ^ '  ' "^   ^'  ^^' 


Other  measures  of  resource  use  include  rates  of  RVS  use  per  episode  year  or 
per  episode  month,  and  total  RVS  use   during  a  critical  initial  period  in 
your  episodes. 

Summary  counts  of  contacts  which  can  be  used  to  check  results  gotten  by 

analysis  of  RVS  use  are: 

SCVAR  1— No.  of  hospital  admissions  THESE  CONTACT  MEASURES,  ESPECIALL" 

•SCVAR  2— No.  of  clinic  contacts  THOSE  OTHER  THAN  SCVAR2  (OR  PER- 

SCVAR  3— No.  of  visits  to  patient  house  HAPS  SCVAR  37),  CAN  ALSO  BE  USED 

SCVAR  4— No.  of  visits  to  nursing  home  AS  MEASURES  OF  THE  BUNDLE  OF 

SCVAR  5— No.  of  emergency  room  contacts  CARE  GIVEN  IN  AN  EPISODE. 

SCVAR  6 — No.  of  phone+letter  contacts 

SCVAR  7-— No.  of  contacts  with  non-Kaiser  MD 

SCVAR  37--Total  no.  of  contacts  in  episode 

Of  these  variables,  SCVAR2  is  likely  to  be  the  best  check  on  RVS-based 

measures  of  resource .use;  SCVAR37  may  also  be  useful,  depending  on 

the  nature  of  your  disease^-,^^^^  -^   ma*vfl.^.mtn+  of  y^.r   episo^ei 


INTER-OFFICE      MEMORANDUM 

V 
To  Date 

At 

From 
Copies  to 

At 


memo  3  ^  p.  2.  W  a^t,    (jrV 


Subject 

:  LIST  OF  PATIENT-RELATED  VARIABLES, FOR  USE  AS  INDEPENDENT  VARAIBLES 

U04-Sex 

U05-Age  at  index  contact.  Or,  use  AGEGRP. 
^UlO-At  the  index  contact,  is  the  given  morbidity  record  the  presenting  morbidity  or 

the  1st  through  8th  associated  morbidity?  At  the  episode  level,  get  at  this  issue  by 
using  PCTPRES,  the  percent  of  contacts  within  the  episode  in  which  the  disease  you 
are  analyzing  is  the  presenting  morbidity. 
Comorbidity  group  membership.  (I.e.,  for  hypertension,  was  the  episode  of  htn.  accompanied 
.  byheart  disease,  or  by  obesity,  or  by  diabetes,  or  by  a  combination  of  these,  or  by 
none  of  these?) 

Presence  or  absence  of  symptoms  of  interest  for  your  disease— if  you  created  such  a  variable 
New  or  continuing  episode 
^U50-No.  of  comorbisities  at  the  index  contact.  Or,  at  the  episode  level,  use  the  mean  number 
of  comorbidities  per  contact  in  the  entire  episode, MNCOMORB. 

t  Depending  on  your  disease,  you  may  use  these: 
)     -No.  of  morbidities  in  which  your  disease  was  the  presenting  morbidity  for  the 
--'      contact,  and  was  updated  to  something  else. 
.  -No.  of  times  in  the  episode  that  the  presenting  morbidity  was  not  your  disease, 
and  the  updated  presenting  morbidity  was  your  disease. 

-Presence  of  adverse  drug  reaction  as  comorbidity  or  as  updated  presenting  morbidity  within 
the  episode. 

■  Year  of  first  contact  ,  OR  episode  duration,  expressed  in  days,  months,  or  years 

MSB-'''  ^T^'^'VTi^!^;^'-^ 
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:  LIST  OF  MD-RELATED  VARIABLES 


U16-MD  number  at  index  contact  .  .  »   ■ 

U17-MD  status  at  index  contact  (regular,  temporary,  or  consulting)  .    ^ 

MDSERVl-  Specialty  of  attending  MD  at  index  contact,  or  if  there  are  a  smaller  number  of 

specialty  groups  which  you  wish  to  analyze,  lump  some  of  the  specialties  together  and 

use     RMDSERVl. 
MDSERV2-  Specialty  of  referring  physician  at  index  contact.  (May  not  be  needed  for  most 

diseases. )  /-••!  + 

^SCVAR  19-31--N0.  of  times  in  episode  that  a  patient  is  seen  by  an  MD  of  a  given  specialty. 

-^.SCVAR  32-34--NO.  of  times  a  patient  is  seen  by  regulat  attending/temporary  attending/  . 
consul tingMD  in  the  episode. 
Proposed  varaiblci  :  .   ,   ,^  ^^    ^-  ^      i„ 

-Number  of  different  MDs  that  the  patient  sees  over  the  episode.  If  the  patient  sees  only 

one  MD  over  the  entire  episode,  we  can  get  at  interphysician  variance  by  using  MD  no.  at  the 
^'   index  contact  as   independent  varaible. 

^  Th'.s  »v.«y  U.  vt.c4  dgcc»if4»'ve(y'.  If  4^ierea.r^  3  MO  grouyrnji  a  f  itrk'iT.S-} 
^rY<3uv  <s^''sje<a«—  wi-^crnu-K,  ol»-gyii  J  cvuf  «n  oVKi>^  Mi>5^  yov  cavi  <\sk. 
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Subject 

:  List  of  system-ralated  variables 
SCVAR  32-34-No.  of  contacts  in  episode  that  have  a  diagnosis  of  tent./unk/estab.  status. 
U19-Diagnosis  status  at  index  contact 
U70-Health  plan  eligibility  status  at  index  contact 

SCVAR36-!^o.  of  contacts  in  episode  at  which  patient  is  ineligible  for  health  plan  cov. 
SCVAR  16-  No.  of  contacts  in  ep.  that  were  during  clinic  hours   (U14,  index  ct.) 
SCVAR  17-  No.  of  contacts  in  ep.  that  were  reg.  sched.  appts.(U15,  index  ct.) 
SCVAR  18-  No.  of  contacts  in  ep.  that  v/ere  v^alkin 

For  descriptive  purposes,  you  may  also  use  the  %   of  contacts  that  were  walkin/reg. 
sched. /ineligible/in  clinic  hours/  dx.  unhnown/dx.estab./dx. tentative. 


List  of  utilization  variable s  that  can  be  used  as  a  step  in  AID  analysis: 
Drug  "classes  that  you  specified  as  of  interest-  whether  or  not  they  were  used 
at  the  index  contact  (U82,U85,U88) ,  and/or  no.  of  times  they  were  used  in  the 

R^  entire  episode,  and/or  whether  or  nor  they  were  used  in  a  critical  inital  period 
appropriate  to  your  dieease. 
Lab  tests  of  interest  (1J57,61,63,67,65,  if  you  need  to  examine  index  ct.  separately.) 
Radiology  tests  of  interest 

Specific  office  visit  types  (i.e.,  9002,  9003,  all  mental  health  visits)  of  interest 
Specific  office  procedures  of  interest  (U26-31,  if  you  need  to  examine  index  contact  separate!; 
Specific  types  of  phone  calls  (i.e.,  drug-real  ted)  that  are  of  interest 
SCVARl-7  (but  excluding  SCVAR  2  if  you  are  using  it  as  a  dependent  variable)-  No. 

of  hospital  admissions,  clinic  contacts , house  calls,  provider  visits  to  nursing 

home,ER  contacts,  phone/letter  contacts,  non-Kaiser  MD  contacts.  Whether  you 

use  any  of  SCVARSl-7  as  independent  variables  in  an  AID  run  will  vary  with  your 

disease.  U12  provides  analagous  information  for  the  index  contact. 
SCVARB-lS-No.  of  contacts  in  ep.  with  service  given  by  different  types  of  provider- 

MD,RN,  optometry,  etc.  U13  gives  analogous  information  for  the  index  contact. 
(Descrpitively,  you  may  widh  to  r;.sk  the  proportion  of  contacts  in  each  episode 

which  have  service  given  by  MDs ,  other  types  of  providers.) 
SMVAR25-40-NO.  of  contacts  in  which  the  patient  was  ordered  to  return  to  MD,  lab, 

etc.  These  are  less  likely  to  be  useful  to  you  than  ohters  in  this  list.  Analogous 
information  can  be  gotten  for  the  index  contact  by  using  U32-U49. 
Certain  other  varaibles  may  be  interesting  descriptively,  but  do  not  belonh  in  an 
AID  run:%  of  total  episode  CRVS  acounted  for  by  phone/letter/ov/office  proc./lab/rad. 
(PCTLETT-PCTXRAY),  %   of  contacts  with  YOO.O  (physical  exam)  as  a  co-morbidity,  %   of 
contacts  which  occurred  in  hospital/clinic/ER/phone+letter,  etc. 

Another  utilization  variable  which  may  be  useful  to  create  is  whether  or  not  the  patient 
IS  asked  to  return  at  the  last  contact  of  the  episode.  , 


•*-«   »-70 


eXAMPu-  AID   ^i/v-s-re/^/ 


H 

-4- 


i- 


O 
5i 


^ 

J 


'^^— >. 

\S) 

r*i 



> 

<T\ 

r- 
w 

^ 

(i 

vj 

.tZi. 

v/1 

_ 

/ 

Cv,T 

-^ 

u 

5 

(1 

oi 

II 

1/ 

o 

v)^  I><^  ! 

1 

; 

i . 


^-5^   o 


'^ 


:5 


-    t/? 


^.  ^ 


^    <^1 


V    -^ 


> 


^  ^  -^  <   0 


V 


>^ 


D 


^    ex. 


E:XAA^PL£    aid  liUAJ^S^TcPl^ 


'j^ 


6 


INTER-OFFICE      MEMORANDUM 

To  Episode  people  '        date  5/28/8O 

At  • 

From 

Lee 

Copies  to 

At 


P.l,  Memo  2 


Subject 


SUMMARY  OF  INSTRUCTIONS  ON  HOW  TO  HANDLE  YOUR  PRINTOUT 


Follow  these  steps:  ' 

I— Upon  receiving  the  episode  printout,  examine  it  for  errors,  discrepancies, 
and  missing  information. 
II--Decide  which  measures  of  resource  use  are  appropriate  for  analysis  of  your 
condition. 

1.  Will  you  examine  the  behavior  of  a  subclass  of  RVS,  such  as  lab  RVS,  or 
will  you  examine  only  total  RVS? 

2.  Win  you  examine  the  behavior  of  total  clinic  contacts,  or  other  counts 
of  the  number  of  contacts  (SCVARl-7,37) ,  in  addition  to  examining  RVS 
measures? 

3.  Will  you  use  rates  of  resource  use  or  total  resource  use  as  a  dependent 
variable? 

4.  Within  the  episode,  do  you  wish  to  examine  an  initial  workup  period  in 
,^..:,    addition  to  examining  the  entire  episode? 

5.  Do  you  need  the  calendar  file? 

6.  Do  you  need  to  distinguish  between  new  and  continuing  episodes?      •  ■ 
^'  Do  you  wish  to  examine  adverse  drug  reactions  as  part  of  your  episode?  ■  ■ 
/B\  Do  you  need  to  examine  cases  with  special  RVS  codes  (U106)? 

Ill— Do  a  bivariate  analysis  of  the  data,  with  the  critical  resource  use  measure(s) 
as  the  dependent  variable(s),  and  with  each  patient/physician/svstem 
variable  taken  separately  as  an  independent  variable.  Use  the  BREAKDOWN 
program  at  this  stage. 
IV--Decide  which  set  of  episodes  you  wish  to  use  in  multivariate  analysis  and 

in  examination  of  specific  bundles  of  care. 
V— Do  multivariate  analysis  of  sources  of  variation  in  resource  use  for 

episodes  of  your  condition.  Use  AID  and/or  ANOVA  and/or  multiple  regression. 
VI— Haying  isolated  key  patient/system/MD  factors  which  affect  total  resource 
use  in  handling  episodes  of  your  condition,  examine  how  these  factors  affect 
the  bundles  of  care  (specific  combinations  of  tests,  OVs,  drugs,  hsopitaliz- 
ations,  procedures)  for  episodes  of  your  disease. 


.'  .>. 
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Subject 


:  THE  GORY  DETAILS— HOW  TO  HANDLE  YOUR  PRINTOUT 

I-UPON  RECEIVING  THE  EPISODE  PRINTOUT,  EXAMINE  IT  FOR  ERRORS,  DISCREPANCIES,  AND 
MISSING  INFORMATION. 
Look  for  these  possible  problems: 

-Subtotals  of  RVS  do  not  add  up  to  total  RVS  .  " 

-Subtotals  of  specific  types  of  contacts  do  not  add  up  to  total  contacts--if  you 
specified  such  variables. 

-Duration  of  eoisode,  or  mean  number  of  comorbidities  per  contact  in  the  episode, 
or  other  computed  variables  yield  outlandish  results,  or  results  totally  unexpected 
from  inspection  of  the  contact  file. 
-Error  or  confusion  in  labeling  variables. 

-Failure  to  create  variables  which  you  specified  in  your  data  request. 
DO  be  sure  to  check  the  program  at  the  front  of  your  printout,  to  be  sure  that 
computed  varaibles  were  created  that  have  the  meaning  which  you  intended  when  you 
L      requested  them. 

%»  Clear  comrr,unication  with  Marilyn  on  what  you  want,  when  creating  the  episode  file, 
or  when  asking  for  extra  episode  level  variables,  or  when  making  an  analysis 
request,  will  save  you  both  much  delay  and  toil. 

II-DECIDE  WHICH  MEASURES  OF  RESOURCE  USE  ARE  APPROPRIATE  FOR  ANALYSIS  OF  YOUR  CONDITION. 

..  .  -1.  Will  you  examine  the  behavior  of  a  sub-class  of  RVS,  such  as  lab  RVS  or  office 
.  procedure  RVS,  or  will  you  examine  only  total  RVS? 

.  ..    Examination  of  the  share  of total  RVS  which  is  accounted  for  by  the  subclasses 
^..     of  RVS,  variables  PCTLETT-PCTXRAY,  will  show  which  RVS  classes  contribute  most  ' 
to  total  RVS.  This,  with  knowledge  of  medical  decisions  to  be  made  in  managing 
your  condition,  should  help  you  decide  whether  to  examine  only  total  RVS  as  a 
measure  of  resource  use,  or  to  also  examine  lab,  xray,etc.  RVS  subclasses. 

2.  Will  you  examine  the  behavior  of  total  clinic  contacts,  or  other  counts  of  the 
number  of  contacts (SCVARl-7, 37) ,  in  addition  to  examining  RVS  measures? 

If  a  disease  has  many  co-morbidities , the  chances  increase  that  services  performed 
at  that  contact  will  have  their  RVS  units  coded  to  another  condition.  This  may 
..  ;     skew  total  RVS  as  a  measure  of  resources  used  in  managing  your  condition.  If  so, 
it  is  useful  to  examine  SCVAR2,  total  clinic  contacts,  as  a  measure  of  total 
resource  use  to  check  and  supplement  SMVAR49, total  RVS. Ask  whether  these  two 
summary  measures  act  similarly  under  the  influence  of  age/sex/morbidity  group/ 
other  patient/MD/system  variables  of  interest. 


% 


3.  Will  you  use  rates  of  resource  use  or  total  resource  use  as  a  dependent  variable? 
.  -llyo"''  disease  is  chronic,  with  episode  lengths  ranging  from  one  contact  to 
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seven  years, use  rates  of  resource  use  per  unit  of  time  in  the  episode  as  your 
dependent  variable.  The  characteristics  of  your  disease  dictate  whether  you 
examine  RVS  per  v/eek,  month,  6  months,  or  per  year;examine  the  DURATION 
variable  in  your  file.  An  acute  condition,  for  v/hich  all  episodes  are  brief 
and  of  standard  length,  may  be  analyzed  using  either  total  RVS,  etc.,  per 
episode,  or  by  examining  total  RVS  per  week  of  the  diease  episode. 

4.  Within  the  episode,  do  you  wish  to  examine  an  initial  workup  period  as  well 
as  the  entire  episode? 

Your  disease  may  be  one  in  which  the  first  contact,  or  first  week,  or  first 
month,  or  first  year  will  call  forth  a  different  bundle  of  care  and/or  a  different 
level  of  total  resource  use  than  the  episode  as  a  whole.  Af  you  have  medical 
reason  to  think  that  this  is  the  case,  you  should  ask  that  measures  of 
total  resource  use  and/or  measures  of  the  bundle  of  care  given  be  counted  sep- 
arately for  the  critical  period  as  well  as  for  the  entire  episode. 

5.  Do  you  need  the  calendar  file?  Applies  only  to  chronic  conditions. 


First,  do  many  of  your  episodes  include  contacts  with  care  rendered  while  the 
patient  was  ineleigble  for  group  coverage?  Or,  do  you  have  medical  reason  to 

,;.  ■■  .  believe  that  people  with^^-'our  condition  will  repeatedly  enter  and  leave  the 

system  over  the  period  between  their  first  and  last  contact?  Would  this 
repeated  entry  and  departure  substantially  affect  utilization?  Is  there 
good  reason  to  think  that  repeated  entry  and  departure  is  much  more  common 
for  people  with  your  condition  than  it  was  for  hypertension?  (Calendar  file 
examination  for  that  disease  showed  that  such  behavior  was  rare  .) 
.  .  '     If  you  answer  yes  to  the  above  questions,  you  may  need  to  use  the  calendar 

file  to  examine  rates  of  resource  use  per  episode  year,  etc.  Withotit -the  calendar 
ftle,  the  rate  of  total  RVS  per  episode  year  will  be  (total  RVS/  months 
duration  between  first  and  last  contact.)  With  the  calendar  file,  the  rate  of 
total  RVS  per  episode  year  will  be  (total  RVS/  months  between  first  and  last 
contact  that  the  patient  was  eligible.)  This  rate  will  adjust  for  patient 
dpeartures  and  reentries  into  the  system. 

"If  you  want  the  calendar  file,  the  first  step  is  several  days'  delay  while 
programmers  extract  the  months  eligible  between  first  and  last  contact  for 

■  ■  ■     each  episode,  and  while  they  match  the  calendar  file  data  to  the  Study  1 

data.  Then,  you  will  get  a  printout  with  which  you  can  confirm  or  deny  your 
suspicion  that  the  calendar  file  data  is  needed.  The  printout  will  list 

(^      your  episodes,  with  each  chart  no.  accompanied  by  the  episode  duration, 

first  to  last  contact,  and  by  the  months  of  patient  eligibility,  from  the 
first  to  last  contact.  For  all  episodes,  add  up  the  total  months  eligible. 
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and  compare  this  sum  to  the  sum  of  months  duration  between  first  and  last 

contact.  If  you  find  a  large  discrepancy  betv;een  these  totals,  you  need 

to  use  the  calendar  file  to  get  a  proper  rate  of  resource  use  for  your  disease. 

Then,  you  either  accept  more  delay  as  episodes  which  began  in  1965  have  correct 
calendar  file  information  added  to  their  records  by  hand,  or  you  toss  out 

..  episodes  beginning  in  1965.  After  more  delay,  you  will  get  a  rate  of  resource 
use  for  your  disease  based  on  months  eligible,  first-last  contact. 

A  second  reason  you  may  want  the  calendar  file  is  to  explore  whether  the 
end  of  the  episode  of  care  was  usually  associated  with  the  end  of  patient  eM- 

,  gibility--as  opposed  to  other  reasons  for  patient  or  MD  failure  to  follow  through 
on  care/monitoring  of  a  chronic  condition.  What  we  have  programmed  now  as  a  way 
to  get  at  this  issue  is  a  count  of  the  number  of  months  that  the  patient 
was  eligible  for  care  between  the  first  contact  and  the  end  of  the  study  period. 
Comparison  of  this  total  with  the  months  of  patient  eligibility  for  care 
between  the  first  and  last  contact  will  give  you  a  vague  notion  that  the  end 
of  eligibility  for  group  coverage  might  be  associated  with  the  end  of  chronic 
episodes.  Or,  you  could  ask  for  new  programming:  comparing  the  date  of  last 
contact  for  each  episode  with  the  last  month  of  eligibility  for  that  person. 

___E\ther  way,  more  delay.  .....   


§ 


6.  Do  you  need  to  distinguish  between  new  and  continuing  episodes?  -  -  — 

Is  there  medical  reason  to  think  that  a  patient  who  appears  at  Kaiser  with 
your  disease  as  a  pre-existing  condition  will  get  a  different  bundle 
of  care  or  a  different  level  of  RVS  use  than  somebody  else  with  the  same 
disease  who  has  that  illness  diagnosed  for  the  first  time  within  the  system? 
If  so,  you  may  want  to  get  a  list  of  cases  from  Marilyn,  which  will  specify  each 
case  as  new  or  continuing.  You  could  then  check  this  list  against  the 
morbidity  record  printout,  to  determine  whether  or  not  the  computer  was  right 
in  labeling  a  given  episode  as  new  or  as  continuing. (When  I  did  this  check  for 
hypertension,  I  found  numerous  episodes  in  which  the  classification  needed  to 
be  changed.)  .  

7.  Do  you  wish  to  examine  adverse  drug  reactions  as  part  of  your  episode? 

■'  If  so,  consider  having  Marilyn  list  out  the  chart  numbers  with  drug  reactions 
included  in  the  episode,  so  that  you  can  go  to  the  morbidity  record  and  decide 
whether  a  given  drug  reaction  record  is  due.' to:  a";drug.qiven  to  treat  the 
disease  you  are  analyzing.  (Tom  did  this  for  cystitis. J 

8,  Do  you  wish  to  examine  cases  with  special  RVS  codes? 

These  codes  are  fpr  procedures  v;hich  are  highly  variable,  and  so  could  not  be 
given  a  specific  RVS  value.  In  your  Step  2  printout,  the  frequencies  printout 
of  the  contacts  of  interest,  you  will  find  variable  U105,  which  lists  the  number 
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Of  contacts  withthese  special  codes.  If  there  are  a  large  number  of  these  for 
your  condition,  you  may  want  a  listing  of  these  cases,  so  that  you  can  go  to 
the  morbidity  file  and  examine  which  procedures  these  were 


III-DO  A  B^VARIATE  ANALYSIS  OF  THE  DATA,  WITH  THE  CRITICAL  RESOURCE  USE  MEASURE(S)  AS 

-  IrLS^'r'^^^^^  VARAIBLES(S),  ANDWITH  EACH  PATIENT/SYSTEM/PHYSICIAN  VARIABLE  TAKEN 

SEPARAT6LY  AS  AN  INDEPENDENT  VARIABLE.  USE  THE  BREAKDOWN  PROGRAM  AT  THIS  STAGE. 


§ 


The  objectives  of  this  are: 

This'i.\f  ^i^Mnn'  ^■"^^P^"<?e"t  variables  to  put  into  multivariate  equations 

r      1   ril^'        i  ^2:^   :°:-.  -,.^'i!L^l^^.^e  able  to  look  at  the^REAK^OWN 


I!?;]!?  T'^'^^'^'    ^^^^  ^°^"^  tf^^  independent  variables  should  taki 

-it! on.   For  example,  should  there  be  an  aqe,  aae'^ 
equation?  »   »     a     . 

'•  VJt'li:'^j::'^L'tl'!,L?iftU''"  "-^  *°  "-  ^^  univariate  analys. 


in  examiningXspecific  bundles  of  care"! 


/ 


"  the  Sn^warinf^"h1p>n'  '^'''  ''^  '  ^'"  T'''''  '^''^   ^°"^^^ts  in  which 
uie  patient  was  ineli^le  for  group  coverage.  These  episodes  miqht  be  too 

few  in  number  to  analyz\separately,  but  might  have  resource  use  patterns  so 
^  .  sJdlfwih  inel?S]h?p'%%''  any  ineligible  contacts  that  inclS  o  o?  pi- 
y  ^lintl     •  u  I^^V^^*"^^  centals  would  diminish  homogeneity.  In  this  case  vou 
^^7  might  wish  to  throw  these  epTwes  out  of  all  future  analyses.         ^ 

RRFflSiS^^°  ^l"^^'   !"  examining\ur  episode  frequencies  file  and  the 
BREAKDOWN  results,  that  one  set  oiN^pisodes  has  characteristics  indicatina  that 
Sese'.°n  :nH°"  "''  '"  ^^ncUenU^   dis^very  in  a  physical  exam   nd  ha" 
vnn  !hn,^  H°  ''/''^  passedover  by  th^vsystem.  So,  you  might  decide  that 
nSmber  ol  con?  cts  °?  J^.^P^^^^f  ^l^^   ^^rtain  minimum  duration  or  a  minimum 
Sura1ionye°ater?hai'?n^e%^^?!^fo^  ?K]fe^!?  ^^P^^-^-  ^P-o^-  with 

As  you  toss  episodes  out  of  the  set  which  yoXish  to  analyze,  you  gain 
homogeneity  and  lose  sample  size.       .       •    "    " 

)0  MULTIVARIATE  ANALYSIS  OF  SOURCES  OF  VARIATION  IN  RESOURCF  USF  FOR  FPT<;nnF<^  np 
'OUR  CONDITION.  USE  AIOyWD/OR  MULTPLE  REGRESSION  AND/OR  ANOVA  ^^ 

Your  first  step  in  multivariate  analysis  should  be  an  AID  run.  You  can  use  this 
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Subject 


S 


i?.i^Mf!\^""''^"  °I.C3'"e,  and  to  determine  which  pai tent/system/physician 
variables  have  significant  impact  on  resource  use.  tun/pnybician 

?hTamL"nt°n/JL^^r''.^'''''r*'.!  °^  ^°'"  ^^■^^^^^'  ^^^^  e^^^^'e^  findingd,  and 
do  mnu^ni.  ^  ^°"  ^'li^  ^^^^  *°  "^^^^  y°^^  deadline,  you  may  also  wijh  to 
do  multiple  regression  and/or  ANOVA. 

difflrLrnS"'  ^°%^^'"^  t^^t  episodes  beginning  1966-1969  have  markedly 
VhllZ  .     P'"er"s  °!  resource  use  than  episodes  beginning  1970-1973,  you 
should  examine  how  often  early  episodes  got  the  specific  lab  tests  x-ravs 
and  coun^^°H"■"'?^  °^''  and  drugs  that  you  identified  as  being  of  interest' 
in  thP  ?Q^nc   i^e  episodefile.  Compare  the  results  for  episodes  beginning 
in  the  1960s  and  those  beginning  in  the  1970s  by  using  CROSSTABS.  This  will 
tell  you  the  proportion  of  cases  which  got  a  given  test  a  given  number  of  times, 

.  .  ;  An  AID  run  can  also  be  of  use  in  defining  bundles  of  care.         .  v  . 

^^~lht   ^K^^  !-^P  is  to  ask  for  any  further  tables  that  you  may  need  to  mePt 
the  objectives  of  the  report,  as  outlines  in  memo  #1     ^ 


i 
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STEPS  TO  FOLLOW  IN  ANALYSIS-AM  AMENDMENT  OF  MEMO  2  BASED  ON  DISCUSSION 
WITH  JANE  AND  JOHN  ON  THE  POTENTIAL  FOR  AID. 

1.  As  specified  in  memo  2,  examine  your  episode  printout  for  errors,  discrepancies, 

and  massing  information. 

2.  As  specified  in  memo  ?.,   decide  which  measures  of  resource  use  are  appropriate  for 
your  disease. 

3.  Do  bivariate  analysis  of  resource  use.  This  is  an  initial  fishing  expedition, 
so  examine  either  total  RVS  or  rates  of  total  RVS  per  episode  year, etc.  If  you 
have  identified  one  or  tv/o  other  critical  resource  use  measures,  use  them  too 

at  this  stage  as  dependent  variables.  ri.  ^,  A-v« 

For  each  dependent  variable  that  you  choose,  ask  for  a  BREAKDOWN  run  of  that  s.,;^^  ,;,j^^_.^_  ^ 
^    variable  as  a  function  of  these  patient/provider/system  variables:  P^V^''^"''**^. 

^P  — Agegroup  at  Index  contact. 

Suppose  you  have  3  m^   groups:  18-34,  35-49,  and  5C+.  With  BREAKDOVIN, 

you  v.'ill  qet  the  mean  resource  use  for  people  in  each  age  group,  and 

a  standard  deviation,  and  the  number  of  people  in  each  age  group.  Use 

of  the  standard  deviation,  or  the  calculation  of  the  standard  error  of 

the  mean  for  each  age  group,  will  eiiible  you  to  tell  whether,  taken  alone, 

the  age  groups  you  chose  s^'c^t^i  cd  ic'ft'I^  -ef  resource  use. 

POINTER:  You  may  be  undecided  whether  to  use  a  3,  4,  or  N-class  age  group. 

If  you  do  a  BREAKDOWN  on  the  two  or  three  age  groupings  that  you  have  in 

mind,  you  will  be  able  to  tell  whether  the  two  or  three  ways  of  grouping  by 

age  tell  the  same  story  in  resource  use  patterns. if  a  3-class  age  grouping  and 

a  4, 5, or  lO-class  age  grouping  reveal  similar  patterns  of  resource  use  with 

age,  use  the  age  grouping  with  the  smallest  number  of  subclasses  for  the 

remainder  of  your  analysis. Likev/ise,  if  you  initially  created  only  1 

agegroup  varaible,  with  three  classes,  and  this  BREAKDOWN  reveals  that  two  adjacent 

ivm  classes  have  similar  resource  use,  and  one  is  significantly  higher  than 

the  other  two,  then  create  a  new  agegroup  variable  with  only  2  classes. 

One  class  would  be  a  combination  of  the  two  similar  age  classes  in  your  first 

agegroup  variable,  and  the  other  would  be  the  standout  age  class. 

The  rationale  is  that  the  ap-a^ysis  becomes  m.ore  tedious  and  cumbersome  with 

each  extra  cell  you  create. Creating  unneeded  cells  will  add  markedly  to  your 

workload  in  preparing  the  report. Use  this  BREAKDOWN  step  as,  among  other 

things,  a  way  to  cut" the  num.ber  of  cells  in  key  variables. 

Co-morbidity  group.  .     a     u-  u 

Be  sure  to  create  morbidity  groups  that  are  mutually  exclusive  and  which 
,  taken^tcgether;  include  all  the  episodes  in  the  population  you  wish  to 
analyze. Create  as  few  morbidity  groups  as  is  reasonable  for  your  set  of 
episodes.  Again,  the  aim  is  to  cut  the  number  of  cells  you  must  analyze. 
---Sex,  if  relevant  to  your  population/djstas^. 
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— -PCTPRES,  the  %  of  contacts  in  your  episode  in  which  your  disease  is 

the  presenting  morbidity  for  the  contact.  This  is  a  continuous  varaible 

which  -should  have  its  values  grouped  into  classes  to  be  used  with  BREAKDOWN. 

'"^^4fL^,^^^'^cs  holds  for  other  continuous  varaibles,  including  others  such 

as  rll LL iT-PCTXRAY. 
— Presence  or  absence  of  symptoms  of  interest,  if  you  created  such  a  variable 
—presence  or  absence  of  adverse  drug  reaction  in  the  episode,  if  you  created 

such  a  variable. 
-—New  versus  continuing  episodes 
--Either  MNCOKORB'  ,  the  mean  number  of  comorbidities  per  contact,  (  if  your  disease 

IS  chrome)  or  U50,  no.  of  comorbidities  in  the  index  contact,  if  your 

episode  is  acute. 
—Year  of  index  xontact 

—Episode  duration,  expressed  in  appropriate  time  units  and  divided  into 
^    •subclasses. 
i^-    — MD  specialty  at  index  contact,  if  your  disease  is  acute 

—-MD  number  at  index  contact  . 

The  intent  here  is  to  capture  interphysician  variance.  This  variable  will 

serve  that  purpose  best  if  we  create  a  variable  for  each  episode  which 

indicates  whether,  for  all  the  other  contacts  in  the  episode,  the  patient 

continued  to  see  the  provider  who  s/he  saw  at  the  index  contact.  We  can    ■   ^  -  ^ 

tnen  get  a  count  of  the  number  of  episodes  which  were  attended  by  only  one     • 

doctor,  broken  down  by  the  provider  number  at  the  index  contact.  Then,  to 

examine  interphysician  variance,  choose  the  doctors  who  saw  over  20 

RjrA.nnnn^^°'^  episodes.  Use  the  one-doctor  episodes  as  the  population  for  the  ' 

BKhAKDO^ii^l  with  the  resource  n-,easure(s)  as  the  dependent  variable  and  the 

doctors' who  see  .v..  at  least  20  such  episodes  as  the  independent  variable. 

This  method  will  likely  work  only  for  acute  diseases;  it  seems  very  unlikely 

that  many  people  with  a  chronic  episode  lasting  many  years  will  see 

only  one  provider  for  that  disease.  lA  o^.   ««  vvc  'hH  {y^^P^c -^^0  VAr.fi«<x  ^,  ci.cz^,'     ^^s^ 

— MD  status  at  index  contact  "^  ^  • 

— Specialty  over  the  episode,  (derive  from  SCV.R19-SCVAR31) 

You  may  find,  that  .r' SCVAR19-31 ,  most  MD  contacts  for  your  di'^ease  are  with 

internists,  and  that  20%  of  contacts  over  the  whole  episode  are  with  other 

specialties.  You  may  wish  to  ask  whether  the  mean  total  RVS  use  for  patients 

with  disease  X  is  different  for  those  who  saw  only  internists  in  their  episode 

than  It  IS  for  those^whose  episodes  included  at  least  one  visit  to  an  MD  of 

anotner  special  ty.C  L- «r.  .'sc  d.Ti^<^+  f-- dUU^;„  wW.  s«>m  a  wrtiio^V  or  optV^A^^oL -Iw  (ir  cfKrj?: 

— MD  status  over  the  episode  (derive  from  SCVAR  32-34) 
^    Here,  you  may  wish  to  ask  whether  mean  RVS  use  is  significantly  different  for 
\^        those  whose  episodes  included  a  visit  to  a  consultant  than   for  those 
^   who  did  not  see  a  consultant. 

—Diagnosis  status  at  index  contact 

— Presence  or  absence  of  contacts  in  the  episode  for  which  the  patient  is 
ineligible  for      plan  covcr<xqc. 
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—Percent  of  contacts  which  are  in  clinic  hours 

Here,  your  intent  would  be  to  ask  whether  resource  use  is  more  intense  for 

episodes  with  all  contact  falling  in  clinic  hours,  versus  those  which  had 

some  night  or  holiday  visits. Divide  this  var.  into  classes  to  use  it  as  indep.  var 
—Percent  of  contacts  which  are  regularly  scheduled. 

Does  it  make  a  difference  in  resource  use  whether  the  episode  include  some 

vs.  no  walkin  visits? 
—-Presence  or  absence  of  hospital  admissions 
— Presence  or  absence  of  emergency  room  contacts 
—-Presence  or  absence  of  other  types  of  contacts  enumerated  in  SCVAR  1-7  that 

are  of  ibterest  for  your  disease. 
—-Percent  of  episodes  with  YOO.O,  physical  exam,  as  comorbidity. 
—  Presence  or  absence  of  special  types  of  provider  in  episode,' as  enumerated  in 

SCVARS-IS. 

---Presence  or  absence  of  different  types  of  orders  to  return  for  care,  as 
enumerated  in  SMVAR25-40. 

This  is  a  list  of  suggestions  of  variables  you  may  wish  to  examine 
using  BREAKDOWN.  This  analysis  should  be  rapid  and  easy;  using  these  results 
in  conjunction  with  the  printout  of  episode  frequencies , you  will  have: 
—a  means  of  deciding  whether  certain  episodes  should  be  discarded  from  all 
future  analysis. 

—guidance  on  the  form  each  independent  variable  should  take  in  a  multiple 
regression  equation. 

--basic  information  on  which  independent  variables  do,  and  which  do  not,  affect 
episode  resource  use. 

At  a  later  stage  in  the  analysis,  depending  on  time  pressures  and  the  results 
you  got  from  the  AID  runs, you  may  find  it  useful  to  use  breakdowns  for  more 
descriptive  data.  Suppose  that,  in  this  first  use  of  BREAKDOViN,  as  stated  above, 
you  used  total  clinic  contacts  and  total  RVS  as  dependent  variables,  and  that  you 
round  12  of  the  25  variables  listed  above  to  have  statistically  significant 
influence  on  resource  use.  You  could  take  more  detailed  measur-s  of  resource 
use,  such  as  no.  of  drugs  ordered,  or  RVS  subclasses,  as  new  dependent  variables, 
and  run  breakdowns  on  them  using  the  12  independent  variables  that  you  earlier 
found  to  be  significant. 

WHEN  YOU  DO  BREAKDOWNS,  USE  ONLY  ONE  DEPENDENT  AND  ONE  INDEPENDENT  VARAIBLE. 
THE  BREAKDOWN  PROGRAM  CAN  GIVE  RESULTS  IF  YOU  USE  MULTIPLE  DEPENDENT  VARIABLES, 
BUT  THESE  RESULTS  ARE  A  TANGLED  MESS.  V".  NfW  THAT  WE  HAVE  AID  ,  WE  CAN 
AVOID  THAT  TANGLED  MESS  ENTIRELY. 


K-6   9-70 


INTER-OFFICE      MEMORANDUM 

To  Date 

At 

From 
Copies  to 

MEMO3.P.     4  AT 


Subject 

4. DO  MULTIVARIATE  ANALYSIS. 

A.  Begin  with  AID. 

The  first  step  is  to  use  AID  to  show  interacting  effects  of  non-utilization 
patient/MD/system  variables,  as  named  in  Memo^/  and  in  the  above  section  in 
this  memo,  on  resource  use.  For  each  run:  .        • :  '  ,  '    • 

7-choose  one  dependent  variable,  a  measure  of  resource  use 
--choose  up  to  26  independent  variables.  Be  sure  that  all  independent  variables 

are  independent  of  each  other. 
—do  NOT  include  'percent'  independent  variables,  such  as  percent  of  contacts 

which  are  phone/letter,  or  percent  of  RVS  which  is  lab,  etc. 
--consider  whether  you  should  eliminate  continuing  episodes  from  AID  analysis, 
--decide  how  to  handle  episodes  which  may  be  truncated  at  the  end  by  the 
end  of  the  study  period.  If  you  decide  that  an  episode  of  disease  X  does  not 
meet  medical  criteria  for  an  episode  unless  it  lasts  over  3  months,  eliminate 
episodes  from  your  analysis  that  begin  after  September  30,  1973. 
—As  a  group, we  need  tft  decide  whether  to  change  the  stop  rules  that  John 
used  for  hypertension  and  cycstitis. 

--be  sure  the  independent  variables  are  in  fact  independent  of  the  dependent 
variable. 

—state  continuous  independent  variables  as  categories.  Each  indep.var. 
category  should  have  at  least  25,  and  preferably  50,  episodes. 

The  result  of  this  first  run  should  be  to  isolate  which  patient/system/MD  variables 
affect  resource  use,  and  to  show  the  interaction  between  them. For  step  one, 
each  terminal  box  should  include  a  popualtion  which  is  relatively  homogenous 
with  respect  to  nonutilization  characteristicSjOViH  wvrl,  fX5ftc4 -^c  RVS'. 

For  Step  one,  we  should  decide  whether  to  put  the  patient  and  system  and  MD 
variables  together  in  one  run,  or  whether  to  do  one  run  with  patient 
variables,  one  with  system  variables,  and  another  with  MD  variables. 

The  second  step  in  the  AID  process  is  to  use  it  to  define  bundles  of  care. 

For  each  run: 

--choose  one  dependent  variable,  a  measure  of  resource  use. 

—choose  a  set  of  independent  variables.  All  these  would  be  utilization 

measures, as  defined  in  meme  ^. These  would  include  drug  classes  of  interest, 

lab  and  xray  tests  of  interest,  specific  office  visits  of  interest, office 

procedures  of  intere'^t, presence  or  absence  of  specific  types  of  phone  calls 

of  interest  (i .e. , drug-real  ted),  presence  or  absence  of  specific  types  of 

contacts  of  interest  (i .e.  , hospitalization,  ERvisit,  house  call), etc. 

—Do  not  use  'percent'  variables.  Each  independent  variable  should  be 

specific  and  medically  meaningful. 
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The  result  of  step  two  in  AID  should  be  delineation  of  several  pathways  of 
specific  types  of  utilization,  as  in  the- exaaiple  below: 


In  this  example,  we  have  5  sets  of  people, each  with  a  distinctive  bundle  of 
lab  and  x-ray  tests.  Each  box  of  people  is  relatively  homogenous  with  respect 
to  RVS--more  so,  at  least,  than  the  entire  population.  This  is  the  first  stab 
at  defining  bundles  of  care. 

The  third  step  in  AID  is  to  determine  how  people  end  up  in  the  five  distinctive 
bundles  of  care,  as  shown  in  the  example.  Several  options  are  open  to  us: 
--John  says  that  he  can,  within  a  short  period  of  time,  give  us  a  probability/ 
multiple  discriniDant  program.  It  would  take  the  patient/system/MD  characteristics 
of  the  people  in  each  of  the  boxes,  and  assess  how  the  presence  of  absence  of 
a  given  mix  of  characteristics  influences  the  odds  that  a  given  person  will 
fall  into  box  4,  as  opposed  to  box  3,  or  2,  or  1,  or  5. 
--If  this  is  unsuccessful,  we  could  take  a  more  laborious  path  to  find  the 
different  characteristics  of  the  populations  in  the  5  different  boxes. 
For  the  people  in  each  subset,  we  could  get  mean  age,  proportion  of  episodes 
v/hich  are  in  the  different  comorbidity  groups , proportion  that  are  male  or  female, 
proportion  that  are  new  vs.  continuing  episodes,  and  other  relevant  patient/ 
system/MD  characteristics.  Generally,  this  would  be  available  from  a  FREQUENCIES 
run,  taken  for  each  of  the  5  boxes  separately.  Unlike  John's  program,  this 
would  bo  a  descriptive,  not  analytical,  way  of  showing  the  differences  among 
the  five  populations. 
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—Or,  we  could  take  the  population  in  each  of  the  five  boxes  seprarately, 
and  run  another  AID  program  against  each  of  them.  This  would  -use  patient/ 
system/MD  varaibles  as  the  independent  varaibles.  Or,  we  could  run  a  multiple 
regression  against  each  of  the  5  subpopulations ,  using  the  patient/system/provider 
variables  as  independent  variables. 
—Or,  v;e  could  take  a  reverse  approach  to  definina  bundles.  The  step  one  AID 
program  will  define  subpopulations  which  are  relatively  homogenous  with  respect 
to  non-utilization  characteristics.  We  could  take  each  of  these  subpopualtions, 
and  run  the  utilization  AID  program  against  it. 

John's  program,  if  we  can  get  it  ,  seems  to  offer  the  most  elegant  way  to 
define  how  nonutilization  characteristics  of  a  population  affect  the  likelihood 
that  a  person  will  got  a  given  bundle  of  care. 


If  the  AID  program  and  John's  discriminant  program  work  as  well  as  they  promise 
to,  we  are  likely  to  need  to  do  few  or  no  multiple  linear  regressions  in  our 
analyses,  i^jor  are  we  likely  to  need  AiiOVA   programs,  much  less 
BREAKDOWN  programs  with  2  to  5  independent  variables.  Tom  and  I  had  used 
tons  of  CROSSTABS  programs  in  analyzing  our  diseases;  use  of  AID  to  define 
bundles  of  care  and  the  populations  receiving  them  should  make  these  unnecessary, 
except  in  special  cases. Nor  should  we  need  Pearson  product-moirient  correlation. 
The  AID,  BREAKDOWN,  and  probabil ity/discriT-nant  runs  I  have  discussed  here  should 
allow  us  to  meet  the  objectives  of  the  Phase  I  rpeort. 

We  may  wish  to  include  additional  descriptive  data  from  FREQUENCIES  runs 
on  the  entire  set  of  episodes  that  we  choose  for  analysis,  on  special 
subpopulations,  or  to  show  why  we  discard  a  certain  set  of  episodes  from 
analysis.  This  descriptive  data  may  include'm.ean  age,  the  proportion  of 
people  in  the  population  who  fall  into  different  comorbidity  groups, mean 
episode  duration, sex  distribution. proportion  with  symptoms  of  interest  in  the 
episode, proportion  of  new  vs.  comtiniung  episodes , year  of  index  xontact, 
diagnosis  status  at  index  contact,  and  other  patient/system/MD  variables  as  listed 
In  Memo\'.  Choose  descriptive  data  wl.iich  is  of  interest  for  your  disease,  but 
avoid  burdening  the  reader  with  extraneous  numbers  and  tables. 


One  large  unsolved  problem  remains:  for  chronic  diseases,  how  are  we  going  to 
measure  the  effect  of  interphysician  varaition  on  resource  use?THIS  NEEDS 
DISCUSSION  AT  THE  EPISODE  MEETING.  
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Subject  ;   [_-jsj-  Qf  Variables  that  are  measures  of  resource  use.  These  are  summary^ 

measures,  not  tied  to  a  specific  procedure.  V^i^ic U 7 eu  q%x.  vaKes  I'-y  eii's<a«. 
^iiI^£j.J::£I'lL--::zUXf£I.?-J.Q_,t^  on t g_c_t  frequencies  file  and  to  the  index  contact 
ulOl-total    CRVS  of  lab  procedures'"  Ifile  that  is  on  your  episode 

U102-total   CRVS  of  xray  procedures  printout. 

U103-total   CPA'S  of  surgical   office  procedures        '~~~    — ~~*— >.>,^ , — ^ — ^ — ___ 

U104-total   CRVS  of  adult  office  procedures 
U105-total    CaVS  of  pediatric  office  procedures 
U105-yo.   of  special   CRVS  code(s)   in  the  contact(s) 

EPISODE  LEVEL 

SIWAR  41-No.  of  lab  tests  tvi^PiSo<l- 

SMVAR  42-No.  of  radiology  tests  this  episode 

SMVAR  43-No.  of  drugs  ordered  this  episode 

SMVAR  44-TotQl  lab  CRVS 

SMVAR  45-Total  radioloay  CRVS  C"      ,   ,^ 

SMVAR -^S-Total  office  surgery  CRVS    .         \^^   tvios4  <^»S^gcps^  J^K^ 

SMVAR  47-Total  office  adult  CRVS  besr-^  I'^tas^^rrs  k^^W^    k 

SMVAR  48-Total  office  peds  CRVS  ^Tms,*^!        ^' 

SMVAR  49-Tctal  CRVS  this  episode  ^A'ivAu  ^,q       0Pa6C/?V^ 

OFFICRVS-  office  CRVS  ^^•'U'Ak4  4  Sl^v^-^fi   ^7 

LETTCRVS-  letter  CRVS  ^l'\\' h?^  4  <r   ^^^  ^p  ^^^' 

PHONCRVS-  phone  callRVS  ^\'Cavs  ^  ''^  ^><^6  O^i^     ■ 

OVCRVS-  office  visit  CRVS 

OPROCRVS-  office  procedure  RVS 

Note:  For  each  episode,  SMVAR44+45+46+47+48=49   \  f^^'S^  "^^'^  'ZiuVj''^'*^^  ^'  y^hytk  dn^ 

0FFICRVS=LETTCRVS+PH0fCRVS+0VCRVS+PH0NCRVS=SMVA^6T47+4'S^ — 

SMVAR49=0FFICRVS+SMVAR44+SMVAR45 

Other  measures  of  resource  use  include  rates  of  RVS  use  per  episode  year  or 
per  episode  month,  and  total  RVS  use  during  a  critical  initial  period  in 
your  episodes. 

Summary  counts  of  contacts  which  can  be  used  to  check  results  gotten  by 

analysis  of  RVS  use  are: 

SCVAR  1— No.  of  hospital  admissions  THESE  CONTACT  MEASURES,  ESPECIAL' 

SCVAR  2— No.  of  clinic  contacts  THOSE  OTHER  THAN  SCVAR2  (OR  PER- 

SCVAR  3— -No.  of  visits  to  patient  house  •        HAPS  SCVAR  37),  CAN  ALSO  BE  USE: 

SCVAR  4— No.  of  visits  to  nursing  home  AS  MEASURES  OF  TflE  BUNDLE  OF 

SCVAR  5— No.  of  emergency  room  contacts  CARE  GIVEN  IN  AN  EPISODE. 

SCVAR  6 — No.  of  phone+letter  contacts 

SCVAR  7---N0.  of  contacts  with  non-Kaiser  MD 

SCVAR  37--Total  no.  of  contacts  in  episode 

Of  these  variables,  SCVAR2  is  likely  to  be  the  best  check  on  RVS-based 
•  •   measures  of  resource .use;  SCVAR37  may  also  be  useful,  depending  on 
.  _   the  nature  of  your  di.ease^-,  ^.^^  jp  ^^^^^,^,^,,^  ^f  ^^,,    eplso^-^o- 


INTER-OFFICE      MEMORANDUM 


& 


To 
At 

Copies  to 


Date 


From 


At 


memo 


/^    f>.    2.      V^r.    Uf^ 


Subject 

:   LIST  OF  PATIENT-RELATED  VARIABLES, FOR  USE  AS   INDEPENDENT  VARAIBLES 

U04-Sex 

UQ5-Age  at  index  contact.  Or,  use  AGEGRP. 
^UlO-At  the  index  contact,  is  the  given  morbidity  record  the  presenting  morbidity  or 

the  ist  through  8th  associated  morbidity?  At  the  episode  level,  get  at  this  issue  by 

using  PCTPRES,  the  percent  of  contacts  within  the  episode  in  which  the  disease  you 

are  analyzing  is  the  presenting  morbidity. 
Comorbidity  group  membership.  (I.e.,  for  hypertension,  was  the  episode  of  htn.  accompanied 

byneart  disease,  or  by  obesity,  or  by  diabetes,  or  by  a  combination  of  these,  or  by 

none  of  these?) 

Presence  or  absence  of  symptoms  of  interest  for  your  disease--if  you  created  such  a  variable 
New  or  continuing  episode 
*^-U50-No.  of  comorbisities  at  the  index  contact.  Or,  at  the  episode  level,  use  the  mean  number 

of  comorbidities  per  contact  in  the  entire  episode, HNCOMORB. 
g  Depending  on  your  di;:ease,  you  may  use  these: 

%^     -No.  of  morbidities  in  which  your  disease  was  the  presenting  morbidity  for  the 
(^_,   contact,  and  was  updated  to  something  else. 

-No.  of  times  in  the  episode  that  the  presenting  morbidity  was  not  your  disease, 
and  the  updated  presenting  morbidity  was  your  disease. 

-Presence  of  adverse  drug  reaction  as  comorbidity  or  as  updated  presenting  morbidity  within 
the  episode. 

Year  of  first  contact  ,  OR  episode  duration,  expressed  in  days,  months,  or  years 

group,  "''  'V„^CO/.,(SK.S  n^ij/i-f  swar^p  <MMPrl,!d,'-^ 


t 


K-6   9-70 


INTER-OFFICE       MEMORANDUM 

To  Date 

At 


Copies  to 


From 


At 


Memo 


.0^  p.  5   Vcu-.  Iis4-. 


Subject 

:  LIST  OF  MD-RELATED  VARIABLES 


U15-MD  number  at  index  contact  i^.  x 

U17-MD  status  at  index  contact  (regular,  temporary,  or  consulting) 

MDSERVl-  Specialty  of  attending  MD  at  index  contact,  or  if  there  are  a  smaller  number  of 
specialty  groups  which  you  wish  to  analyze,  lump  some  of  the  specialties  together  and 
use     RMDSERVl.  ,       ^     ,  ,  .     . 

MDSERV2-  Specialty  of  referring  physician  at  index  contact.  (May  not  be  needed  tor  most 

^f  SCVAR^19-31--No.  of  tim.es  in  episode  that  a  patient  is  seen  by  an  MD  of  a  given  specialty. 
^■^SCVAR  32-34--M0.  of  times  a  patient  is  seen  by  regulat  attending/temporary  attending/ 
consulting  MD  in  the  episode. 

Proposed  varaiblc  ;  .   ,   T_r  j.u    a.*  4.  . ^   ^^i,/ 

-Number  of  different  MDs  that  the  patient  sees  over  the  episode.  If  the  patient  sees  onl> 

one  MD  over  the  entire  episode,  we  can  get  at  interphysician  variance  by  using  MD  no.  at  tn. 
^  index  contact  as   independent  varaible. 

Q  ryt>vy<  di  ZJS£XZX  -   I  v\-Vcr^n  r  ^4-,  oJj-^yM  ^  ckysJ  all  oiHtr-  MDs^  yov  Cdy^i     oisk 
K>^  «U  cj^'Akt   prtjViVorr.  lithe  u^JSJi  &r  S-CVA.IS  IZ-^'-f:  ;  f  v<^^  w^c<kH,  y^,. 


ca  vt 
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K-5   9-70 


INTER-OFFICE       MEMORANDUM 


t 


To 

Date 
At 

From 
Copies  to 


Memo 

At 


y 


Subject 

List  of  system-ralated  variables 


U19-Diagnos?s°staLraf  ili^ercoSi^^f  ""*  "'"'  '  "-="--  °f  te„t./unl=/=stab.   status. 


U70-HeaUh  plan  eligibility  status  at  index  contact 
SCVAR3d 


sr!fAP^tfi'^V^f°"^'r''j""-'P'''°''\'^  ''^''^^  P'"^t^"^"t  is  ineligible  for  health  plan  cov 
s™     7"     °-   °I  c°"^3cts   in  ep.   that  were  during  clinic  hours       (U14,  index  ct  ) 


Lp.LofJl\Jil;-iaii£rLvatM^e^tl2a;^an  be  used  as  a  step  in  AID  analvsis- 
Urug  classes  tiTaT^ou  specined  as  otn7itWFsl>n^TtTi-^-^iniorinTeyij^?^  used 
Q   at  the  index  contact   (U82,U85,U88) ,  and/or  no.   of  times  they  were  used  in  the 

Rad'iolojy  ?L{f  oflntirest'''"''''"'  ''  '''  ''''  ''  '''^'''  '''''  ''■   separately.) 
WHf!'^  "fr-"  ^"^sit  types   (i.e..  9002,  9003,  all   mental    health  visits)  of  interest 
P^     f  c     vDes'ornho  r^.S?'     "'^^^^^  ^^25-31,   if  you  need  to  examine  index  conL  t  separatel 
^rvADl  7   i^^t     OT  phone  calls   (i.e.,  drug-raalted)   that  are  of  interest  •         " 

nf'hn  n?t  f^J"d^"g  SCVAR  2  if  you  are  using  it  as  a  dependent  variable)-  No. 
or  hospital   admissions,  clime  contacts , house  calls,  provider  visits  to  nursina 
sTanv  T4vlk^''r'^^-'l'''  T''''''  non-Kaiser 'mD  contacts     Whether  you ^"' 
diLLo     inf  :^  ''   independent  variables   in  an  AID  run  will   vary  with  your 

c:n/nD»  ff  f        H  P'^°v"'^es  analagous   information  for  the  index  contact. 

nn  Jm        .       contacts  in  ep.  with  service  given  by  different  types  of  provider- 
,^'^'Rf^'. optometry,  etc.   U13  gives  analogous   infomation  for  the  index  contact 

1  ch^h^^p'  ^'  ^°"  '"''  "'i^  I?.  '-'^  *^^  proportion  of  contacts  in  each  episod^ 
<:MUfll5j^nM'^  'f^'"  91  ven  by  MDs,  other  types  of  providers.) 

Ifr     tJ  contacts  in  which  the  patient  was  ordered  to  return  to  MD,  lab, 

l.h^ttltt'Vjtl  l'}.^Jl  ^.°  be  useful   to  you  than  ohters   in  this   list.   Analogous 

n  an 

coni^ri^  ih'irr'.r'   "  ""^  'r-'pcT.s  witn  Yuu.u  (physical  exam)  as  a  co-morbidity,^%^of 
contacts  which  occurred  in  hospital/cl  inic/ER/phone+letter,  etc.         J^^  -  ui 


inTiniiauon  can  bo  gotten  for  the  index  contact  by  using  U32-U49 
A  D  ?;n-°  orto?';rpniLrrPvc;^'"''''r:i"?  descriptively,  but  do  not  belonh  in  an 
(PCT[E?i-P?TXRAY  ?nf     l?^l   ''°M  ^^i^°'\^^  Phone/letter/ov/office  proc./lab/rad 
0  In}  w  '^^^  ;,1  !  ^:^J  ^!L^^  ^  PO-0  P'Vsical  exam)  as  a  co-morbid"    ■  ' 


■"°^^'Lf i!l'''r'°"  'f!f ^?  "V^^  ''^^  ^^   ^^^^^-  t°  ^^eate  is  whether  or  not  the  patient 
^^  asked  to  return  at  the  last  contact  of  the  episode.  F^Lienc 


ens  LIBRDRy 


3  ao"i5  oDDDsam  s 


